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ABSTRACT 
 
Deborah Paone: Implementation of Evidence-Based Practice in 2 States: 
Lessons from the Chronic Disease Self-Management Program 
(Under the direction of George Pink) 
 
 
This study examined implementation of the evidence-based Chronic Disease Self-
Management Program in two states by eight organizations. These were classified into two types: 
Aging service organizations (ASOs) or Health care organizations (HCOs). They were chosen 
based on inclusion criteria at the state level and selection criteria at the organizational level. Each 
met criteria for achieving a high level of implementation during a defined two-year period. All 
organizations continued to offer the program. 
This was a mixed methods study, using primary qualitative data (telephone key informant 
interviews), and secondary quantitative data (number of workshops offered and participant 
completion rate), to explore (retrospectively) factors in implementation. Respondents provided 
information on internal and external factors and discussed challenges and strategies used. Utility 
of the research methods chosen was also evaluated. 
The examination found agreement among the eight organizations regarding why they had 
adopted the Chronic Disease Self-Management Program--citing the alignment between the 
program and their organizations’ mission and purpose to improve health status and promote 
better self-care. Organizations were also alike in that they described the importance of internal 
champions and senior leader buy-in for effective implementation and sustainability. The ASOs 
more often described the value of peer and collaborative networks. The HCOs more often 
described the value of their internal referral sources as important to their implementation success 
iv 
 
and sustainability. The primary challenges identified by both types of organizations included 
difficulty in recruiting participants and irregular or insufficient funding sources.  
The method for organizational selection and the construction of the key informant 
instruments facilitated analysis. Utilizing a 5-point Likert-scale response pattern with follow-up 
open-ended probes in the question set provided the investigator with information for categorizing 
and coding each response in a way that allowed for comparisons across organizations. 
This research is intended to foster effective evidence-based program implementation and 
program reach nationwide. The focus is on systems change as well as organizational strategies. 
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DEFINITION OF TERMS
1
 
Assimilation Gap – the unrealized potential for population health improvement that occurs when 
interventions that are adopted by individuals or organizations are not deployed widely (e.g., at 
the population or public health level) and/or not sustained. 
 
Core Components – the essential features of an intervention that are responsible for the efficacy 
or effectiveness of the intervention as observed in the original research trial. 
 
Disability
2
 – the World Health Organization defines disability as an umbrella term covering 
impairments (problem in body function or structure), activity limitations (difficulty encountered 
by a person in executing a task), and participation restrictions (problem experienced by a person 
in involvement in life situations). Thus, disability is not “just a health problem,” but a “complex 
phenomenon, reflecting the interaction between the features of a person’s body and features of 
the society in which he or she lives.”  
 
Disability Prevention
3
 – A secondary disability prevention strategy refers to an approach that 
seeks to help a person who already has the target disease or condition maintain or improve their 
level of function or other health outcomes. A tertiary disability prevention strategy refers to an 
approach that seeks to help that person avoid permanent disability from their disease or 
condition. 
 
Dissemination – an active approach for spreading evidence-based interventions to the target 
audience via determined channels using planned strategies. 
 
Evidence-based (EB) – a program, practice, process, guideline or other intervention that has 
proven efficacy and effectiveness based on sound testing using scientific methods in an 
experimental or quasi-experimental design. The randomized controlled trial (RCT) design for 
testing interventions is considered the gold standard. Other designs include the case/control 
method, and the pre-test/post-test method, using standardized validated measurement 
instruments.  
 
External Validity – when implementation procedures and a standardized protocol for a given 
intervention are used in settings outside the original testing environment and the anticipated 
effects are observed. That is, the intervention is generalizable. 
 
Fidelity – the degree to which the intervention is implemented as it is prescribed in the original 
protocol. Fidelity is commonly measured by 4 key elements: (1) adherence to the program 
                                                          
1
  In recognition of the need to move toward a common lexicon in dissemination and implementation research, I 
have drawn extensively from the text Dissemination and Implementation Research in Health: Translating Science 
to Practice to define these terms (Eds. Brownson, Colditz, Proctor. New York: Oxford University Press, 2012). 
Many of the definitions are taken directly from this text, particularly Chapter 2 by Rabin, B. and Brownson, R. 
“Developing the Terminology for Dissemination and Implementation Research.” Other sources include: 
Greenhalgh et al., 2004, Chinman et al., 2005, Wandersman, 2008, Durlak and DuPre, 2005). 
2
 World Health Organization website http://www.who.int/topics/disabilities/en/. Accessed on December 28, 2012. 
3
 See Pope and Tarlov, authors of a 1991 Institute of Medicine Report: Disability in America: Toward a National 
Agenda for Prevention. 
xiii 
 
protocol, (2) dose or amount of the program delivered, (3) quality of program delivery, and (4) 
participant response. 
 
Functional decline – a negative change in functional status; from independence to partial 
dependence, or from partial dependence to total dependence. 
 
Functional status
4
 – a measure of a person’s ability to perform activities needed for everyday 
life. Often measured by the Katz Index of Activities of Daily Living (a scale of dependency in 
six activities: bathing, dressing, going to the toilet, transferring, continence and feeding). 
Functional independence is defined as needing no help to perform the activities of daily living. 
Partial functional dependence is defined as needing assistance in two to four activities of daily 
living. Total functional dependence is defined as needing assistance in five or six activities of 
daily living. 
 
Implementation - the process of putting to use the tested intervention protocol or integrating the 
evidence-based intervention within a setting. 
 
Implementation Effectiveness– the successful deployment of an evidence-based intervention 
within a particular setting (e.g., worksite, school, health clinic, community social service agency, 
etc.), using a structured process following the prescribed protocol, which results in anticipated 
benefit to the intended group, and where the intervention is continued for a period of time. 
 
Implementation Science – the study of what happens after adoption occurs, especially in 
organizational settings. 
 
Innovation
5
 – an idea, practice, program, or object that is perceived as new by an individual or 
other unit of adoption (used interchangeably with the term evidence-based program in this 
report.) A “complex innovation” is one that has several components, requires inputs or effort on 
multiple levels or by multiple parties, sequentially or in tandem.  
 
Intermediary Agent – an entity or individual providing direct assistance to an organization to 
build capacity for effective implementation. Assistance can include funding, needs assessments, 
technical support and training on the innovation, fidelity monitoring, and other types of support. 
 
Internal Validity – when an intervention is administered within a setting as prescribed by a 
standardized protocol deploying the core components and the anticipated effects are observed. 
That is, the intervention is specific. 
 
Tertiary Prevention
6
 – refers to efforts or approaches that target the person who already has 
symptoms of a disease or condition. The goals of tertiary prevention include: to prevent damage 
                                                          
4
 Marengoni et al., 2008. 
5
 In this study, the term “innovation,” “intervention,” “practice” and evidence-based program” are used 
synonymously. 
6
 Centers for Disease Control and Prevention. For examples on skin cancer and arthritis see: 
http://www.cdc.gov/excite/skincancer/mod13.htm and http://www.cdc.gov/arthritis/temp/pilots-
201208/pilot1/online/arthritis-challenge/03-Prevention/concept.htm  
xiv 
 
and pain from the disease, to slow down the disease, to prevent the disease from causing other 
problems. The National Library of Medicine MeSH subject heading descriptor defines tertiary 
prevention as: “Measures aimed at providing appropriate supportive and rehabilitative services to 
reduce morbidity and maximize quality of life after a long-term disease or injury is present.” 7 
 
Translation/Adaptation – the enhancement of an evidence-based intervention (using knowledge 
and information from potential users and agents from the field) to adapt components for wider 
and efficacious use. Such translation should lead to equal beneficial effects. (Note that there is a 
tension between allowing for adaptation to fit practice settings and maintaining fidelity to the 
tested protocol). 
 
Type III Error – when the failure of an intervention (or inability to detect intended effects) is 
attributable to poor or inadequate implementation.
8
 
 
                                                          
7
 http://www.nlm.nih.gov/cgi/mesh/2011/MB_cgi?mode=&term=Tertiary+Prevention   
8
 Allen, J. Linnan, L., and Emmons, K., “Fidelity and Its Relationship to Implementation Effectiveness, Adaptation, 
and Dissemination.” in Dissemination and Implementation Research in Health: Translating Science to Practice. 
Eds. Brownson, Colditz, Proctor. New York: Oxford University Press, 2012. 
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CHAPTER 1: Background and Significance  
Introduction 
Research in the growing field of dissemination and implementation science suggests that 
there are complex and interactive forces that impact how well an organization implements an 
evidence-based program (EBP), how closely the outcomes in the field match those observed in 
the testing of the program, and how likely the program will be sustained (Meyers, Durlak, and 
Wandersman, 2012). Organizational characteristics such as internal climate, staff capability, or 
leadership may either promote or impede acceptance of the evidence-based program. There may 
be resistance to learning how to follow the evidence-based protocol, or reluctance to commit 
scarce resources that could be used in other ways. External factors such as technical support and 
availability of mentors may promote adoption and implementation. This chapter briefly explores 
concepts and issues in effective program implementation and how to study and measure it. It 
describes common challenges that organizations face in implementing EBPs. It then offers 
background on one EBP—the Chronic Disease Self-Management Program, which is the EBP 
chosen for this dissertation study.  
Problem Statement 
There is often a long time between developing an innovation, testing it rigorously to 
confirm benefit (thereby moving to an evidence-based program), and implementing the program 
in the intended setting (Ginexi & Hilton, 2006). Green and colleagues have described the journey 
from research to applied practice (in medicine) as a “leaky funnel”—observing that competing 
priorities, time lags, research design constraints, review and publication requirements, and other 
2 
 
artifacts of the process hamper progress (Green et al., 2009). Even when the job of translation for 
deployment from research to practice has been achieved, and practitioners are aware of the 
program, effective implementation is uncertain (Klein & Knight, 2005; Green & Glasgow, 2006; 
Glasgow et al., 1999; Ginexi & Hilton, 2006).  
Implementation of complex innovations—those requiring multiple inputs within an 
organization or system—is even harder to assure. The implementation process itself is 
challenging. Phases of the implementation process have been described as: Exploration, 
Adoption, Active Implementation, and Sustainment (Aarons, et al., 2012). Often there is not a 
clear, linear path from adoption to sustaining the program---rather the journey is characterized by 
a series of fits and starts, with internal and external forces affecting progress (Fixsen et al., 2005;  
Scheirer, 2005).  
Evidence-based programs (EBPs) present additional challenges as they require fidelity to 
a protocol that may or may not have been effectively translated for the organizational setting in 
which it is being implemented. Protocols developed by the researcher without sufficient practice 
based input and testing may not fit the real world complexities or challenges of various settings. 
Capacity-building at several levels may be a step that is missed in preparing for implementation 
(Fixsen et al., 2005, Aarons et al., 2012).  
When evidence-based programs are needed but not adopted, or when organizations 
implement programs without success, there is a loss to society in at least two ways. First, proven 
programs that could address a particular condition (at the individual level) or a public health 
problem (at the population level) are not available in the field. Return on investment for the 
resources expended to develop/test the EBP is therefore low. Second, ineffective implementation 
of the program leads to either negligible benefit or none at all and the practice or program is 
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discontinued. Such anemic results discourage future adoption and implementation efforts. 
Practitioners, organizational leaders, policymakers, and funders question the use of resources if 
implementation fidelity is uncertain and sustainability is not assured. 
Research from the management and health services literature typically identifies factors 
such as leadership, organizational climate, staff buy-in, and acceptability to the consumer, 
patient, or client as important for implementation success (Simpson, 2002; Simpson, 2011; Klein 
& Sorra, 1996, Aarons et al., 2012). Greenhalgh and colleagues also describe a good “innovation 
to system fit” as one where the existing values, norms, strategies, goals, skill mix, supporting 
technologies, and ways of working are aligned (Greenhalgh, et al., 2004, p.608). However, 
taking the time to ensure that there is a good program-to-organizational fit may be difficult if 
there is a window of time when funding is available or when organizations are offered incentives 
to encourage adoption. Organizational readiness has been defined as “the extent to which 
organizational members are psychologically and behaviorally prepared to implement” the EBP 
(Aarons et al, 2012, p. 137). 
There is a growing body of literature on implementation effectiveness. Wandersman and 
colleagues offer the Interactive Systems Framework for Dissemination and Implementation (ISF) 
to recognize the quality of implementation as an important ingredient in dissemination success. 
They point out that translation, delivery, and technical support are three important elements 
(called “systems”) supporting effective implementation. Meyers, Durlak and Wandersman 
reviewed 25 frameworks for implementation effectiveness and provide a synthesis of critical 
steps in the implementation process. They found that there were 14 distinct steps in quality (i.e., 
effective) implementation and that most of the steps (10 out of 14) were those that happened 
before implementation began (Meyers, Durlak and Wandersman, 2012).  
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Researchers can choose to study implementation effectiveness using different units of 
analyses. One can consider the observed effect on individuals who participate in the program as 
users or consumers—the intended beneficiaries. Other foci include the actions of organizations 
and their staff members—those responsible for implementation. This would include whether the 
program components were implemented as intended (with fidelity to the protocol) and what 
factors positively or negatively affected the implementation process. There are also the 
influences from the larger environment that can impede or enhance the success of efforts at the 
organizational or staff level. This larger context often includes examining the actions of one or 
more intermediary agents—for example, those who provide technical assistance or promote 
dissemination of the program in the field (e.g., a state department, consultant, or program 
certification body). 
Understanding the factors present among organizations that effectively implemented an 
EB program can help identify what needs to be enhanced, what barriers exist, how some 
organizations have overcome these barriers, and lessons learned in implementation. In order to 
compare across organizations (retrospectively), the researcher must narrow the scope and attempt 
to reduce the number of variables that may affect the implementation results. Strategies could 
include choosing one EBP with a tight protocol that has been extensively translated for various 
settings. This helps ensure that the components and resources required for implementing the EBP 
with fidelity are well understood and are the same across organizations. Other strategies for 
further narrowing include: choosing a defined time period in which the implementation occurred, 
choosing a specific geographic area for study, and/or identifying a specific funding or 
dissemination cycle where external supports provided were similar across organizations. The 
researcher defines criteria for implementation success and then identifies organizations that meet 
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these criteria. Characteristics of the organizations such as scope and service orientation can allow 
for grouping the organizations into similar categories. The researcher must also locate key staff 
member(s) from each organization who have institutional memory about the implementation 
experience, if the examination is retrospective. 
There are numerous evidence-based programs from which to choose for study. Some of 
these focus on health promotion and disability prevention/management for older adults and those 
with chronic conditions—such as the one chosen for this dissertation research. 
Improving health management of people with chronic conditions is a key public health 
issue. Chronic conditions drive as much as three-quarters of health care costs in the United 
States. Medicare beneficiaries with multiple chronic conditions account for 76% of Medicare 
expenditures (Bodenheimer et al., 2009; Anderson & Horvath, 2004). The prevalence rate within 
the U.S. of adults with multiple chronic conditions is 26%, or one in every four adults (Ward and 
Schiller, 2013). The prevalence increases significantly with age.
9
 In 2010 there were 40.3 million 
Americans age 65 and older and approximately three out of every four had one or more chronic 
conditions.
10
  
Chronic conditions that are not well managed result in greater disability and higher 
medical care costs. There is a negative effect on the individual, the health care system, and the 
population from unaddressed or poorly managed chronic conditions. In addition to medical costs 
and care requirements arising from chronic disease, there are often concomitant functional issues 
affecting the individual that are due to chronic conditions. In the most recent National Health 
Interview Survey (2010), 23 million older people (62% of all older adults) reported having 
                                                          
9
 Note that only 10 conditions were included in the National Health Interview Study from which the prevalence 
calculations were made. Others, such as Alzheimer’s disease, depression, HIV infection, mental health conditions, 
etc. were not included. Thus the proportion of people with one or more chronic conditions in the population is likely 
to be underestimated compared to the actual prevalence in the population. 
10
 U.S. Census Bureau. See: http://www.census.gov/2010census. Accessed January 1, 2013. 
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difficulty with one or more activities of daily living (e.g., bathing, dressing, eating, etc.).
11
 
Researchers describe the progression from chronic disease diagnosis to functional limitations to 
physical disability as a “pathway” (Hung et al., 2011, Gobbens, et al., 2010). Persons with 
physical disabilities and multiple chronic conditions are especially vulnerable to further decline 
and at higher risk of mortality (Marengoni et al., 2008; Hung et al., 2011).  
EBP Background  
Evidence-based programs for older adults and those with chronic conditions include 
those that focus on physical activity, falls management/balance, nutrition, medication 
management, depression, self-care management, mental health and other dimensions of health 
and function (Frank and Lau, 2013). These programs have been developed and tested through 
practice-informed research and translated for a variety of organizational settings. Dissemination 
of these programs has been supported by the National Institutes of Health, the Centers for 
Disease Control and Prevention, and the Administration for Community Living. However, 
effective implementation of these EB programs is not assured, even when carefully-crafted 
protocol, guides, manuals, and technical support are provided.  
CDSMP Description  
For this study, the investigator chose an EBP that has over 25 years of testing and 
dissemination history and has been implemented in many types of organizations across the 
United States and in over two dozen countries. The Chronic Disease Self-Management Program 
(CDSMP) was designed by Stanford University researchers as a secondary and tertiary 
prevention strategy for adults with chronic disease to better manage their own conditions and 
maintain or even improve their health status.  
                                                          
11
 National Health Interview Survey Data. Found at: http://www.cdc.gov/nchs/data/nhis/earlyrelease/201106_12.pdf 
Accessed January 1, 2013. 
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The Chronic Disease Self-Management Program is guided by a tightly-scripted protocol. 
It follows a 6 week, 2.5 hour/week group format. Each week the workshop focuses on a specific 
self-care management and educational topic. Topics addressed by the group include: 1) 
techniques to deal with issues such as pain, fatigue, and frustration, 2) physical activity and 
exercise to maintain or improve strength, flexibility and endurance, 3) appropriate use of 
medications, 4) communicating effectively with family, friends, and health care professionals, 5) 
nutrition, 6) decision-making, and 7) how to evaluate new treatments (Stanford University 
Patient Education web site).12 Instructors (two instructors are required for every workshop) 
follow a script and participants set a goal each week. Participants report on progress they have 
made, week by week, to the other participants in the group. The format includes facilitated 
interaction and group sharing. Participants often encourage each other and offer insights into the 
way they have managed their own conditions.  
The conceptual basis for CDSMP is self-efficacy theory (Bandura, 1997). The theory 
refers to the hypothesis that expectations by an individual about their personal efficacy (e.g., 
performance, mastery) will determine whether a behavior “will be initiated, how much effort will 
be expended, and how long it will be sustained” (Bandura, 1977). The development of the 
Chronic Disease Self-Management Program “evolved from knowledge and practice experience 
gained over 12 years in conducting a community-based education program for people with 
arthritis” (Lorig, et al., 1996, p. 3). The program is designed to build on the strengths and 
capability of individuals—including belief in their own abilities, knowledge of what to do 
regarding their condition, and behavior skills to address situations that arise (Lorig, 1996). 
                                                          
12
 Stanford University Patient Education Research Center website. Found at: 
http://patienteducation.stanford.edu/programs/cdsmp.html. Accessed January 1, 2013.  
8 
 
Although a wide variety of organizations can implement CDSMP, they must follow 
specific requirements. Aging service organizations, such as senior centers, Area Agencies on 
Aging, and multi-purpose social service organization for the elderly are the most frequent 
providers of CDSMP.
13
 Health care organizations such as Federally Qualified Health Centers 
(FQHC) or clinics, health plans, and health care systems also offer the program.  
Organizations must operate under a current license, granted only by Stanford University’s 
Patient Education Research Center. Stanford requires organizations offering the program to use 
only certified instructors, who have been trained by a Master Trainer. Instructors receive more 
than 30 hours of training and must complete other steps to become certified to facilitate the 
workshop. There must be two workshop leaders per class session—and it is recommended that 
organizations train leaders who have a chronic condition themselves (“peer leaders”). Workshop 
leaders must facilitate a minimum of one workshop per year. Periodic refresher training sessions 
are required by Stanford. The course sessions are tightly scripted. The workbook must be 
followed as directed. Stanford has a robust fidelity monitoring system (Stanford University 
Patient Education Research Center website).
14
  
The program was tested in a randomized controlled trial of 952 subjects receiving the 
CDSMP from community-based program sites in the 1990’s followed by another study of 831 
subjects followed over several years through a longitudinal trial. In both trials CDSMP proved to 
have significant positive effects on participants’ self-efficacy, levels of exercise, self-reported 
health, and other health status measures. The participant group also had fewer hospital days 
(Lorig et al., 1999 and Lorig et al., 2001).  
                                                          
13
 Private conversation with NCOA Program Manager, September 2012. 
14
 http://patienteducation.stanford.edu/programs/cdsmp.html  
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While some organizations learned about and adopted the CDSMP in the late 1990s, 
dissemination was not widespread. Through active promotion by federal agencies (U.S. 
Administration on Aging, National Institutes of Health, Agency for Healthcare Research and 
Quality, and Centers for Disease Control and Prevention) and through a national aging advocacy 
and service organization (National Council on Aging), CDSMP gained the attention of health 
care systems, health plans, social service organizations, and other providers serving adults with 
chronic conditions.  
Dissemination Efforts 
In 2006 and 2007 an evidence-based health promotion and disease management program 
initiative (called “Empowering Older People to Take More Control of Their Health Through 
Evidence-Based Prevention Programs”) was administered through the Administration on Aging 
(now Administration for Community Living). Twenty-four states were selected to receive funds 
to promote implementation of CDSMP and other EB programs. Subsequently, the American 
Reinvestment and Recovery Act (ARRA) funded dissemination of the CDSMP through a 
collaborative initiative (called “Communities Putting Prevention to Work: Chronic Disease Self-
Management Program”). The Centers for Disease Control and Prevention (CDC) and the Centers 
for Medicare and Medicaid Services (CMS) worked with the Administration on Aging to 
conduct this initiative. Two-year grants (2010-2012) totaling $27 million were awarded to 45 
states. The National Council on Aging (NCOA) served as the national technical support 
organization for that dissemination. NCOA maintains the organizational data set that was 
developed under the ARRA initiative. To enhance organizational readiness for program 
adoption, an Organizational Readiness Self-Assessment tool was developed by the National 
Council on Aging and made available through their public website. In this tool, organizations’ 
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responses are scored in terms of readiness and willingness on six elements: (1) Innovativeness, 
(2) Evidence-based Programs, (3) Staff/Volunteer Resources, (4) Partnerships, (5) 
Organizational Culture and Support, and (6) Implementation Resources and Systems (NCOA 
website).   
Estimates of participation by older adults who could benefit from CDSMP show that 
participation is still low. For example through the ARRA grant initiative, approximately 100,000 
persons from 45 states and 2 regions participated in the CDSMP during those two years 
(Woodstock et al, 2013). This represents less than 1% of the 65+ population estimated to have 
one or more chronic conditions. This assimilation gap—the unrealized potential for population 
health benefit from a proven evidence-based intervention—has a human and economic cost.  In a 
recent presentation by Whitelaw, Ory, and Smith, these researchers stated that if just 10% of 
persons with chronic conditions participated in CDSMP, there would be an estimated return of 
investment of $4.2 billion in health care cost savings.
15
 This estimate is based on a study of over 
1,100 CDSMP participants in 17 states, comparing baseline, 6 months, and 12 months healthcare 
costs and extrapolating net savings after considering costs of the program. The findings showed a 
potential net savings of $364 per person (Ahn et al., 2013).   
CDSMP Research and Evaluation 
Over the last few years there have been several studies of CDSMP and the outcomes 
observed at the participant or at the intermediary (e.g., state) level. One older study examined 
CDSMP implementation at the organizational unit level. A brief review of these CDSMP studies 
is offered here to provide background. 
                                                          
15
 Whitelaw, Ory and Smith presented findings during an National Council on Aging webinar on March 19, 2013, 
reporting from the national CDSMP study of 22 program sites and using data from the original randomized 
controlled trials of CDSMP; they extrapolated calculated health care cost savings nationwide based on these 
findings. 
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Studying results from a wide variety of organizational providers of CDSMP, researchers 
have looked at outcomes for participant group(s)—to confirm that the intended outcomes 
persisted among different ethnic/racial minority populations or disease/condition sub-groups. For 
example, a recent study of CDSMP participants with Type 2 diabetes found statistically 
significant improvements in health indicators and health behaviors (Lorig, et al., 2013). A study 
of the health-related outcomes of a sample of 687 CDSMP participants found that significant 
improvements were observed for health outcomes such as depression, self-assessed health, and 
unhealthy physical days (Ory, 2013).  
A program evaluation of CDSMP found successful dissemination through intermediary 
agents—the state unit on aging and the state or local public health department (Woodstock et al., 
2013). This process evaluation focused primarily on the states’ activities (as the “grantees”).16 
Researchers conducted site visits to six states and then conducted one-hour telephone interviews 
with key informants representing each of the 47 state grantees. The evaluation report describes 
the administrative, training, marketing, fidelity monitoring, and other types of support that these 
states provided to implementing organizations—and whether those functions were centralized or 
decentralized. The report also described the characteristics (e.g., age, gender, race/ethnicity) of 
participants who entered and completed the workshops under this grant. The authors state that 
“CDSMP was implemented successfully in a diverse set of organizational arrangements. Aging 
services networks served as grantees in most states, using aging services providers such as AAAs 
[Area Agencies on Aging], state and local public health departments, and private health systems 
as key partners” (Woodstock et al., 2013, p. viii).  
                                                          
16
 The purpose for the process evaluation was described as follows: “to examine the populations served by different 
state grantees, how grantees implemented their CDSMP programs, and how programs differ in terms of completion 
rates, distribution channels, delivery systems, and the capacity of grantees to disseminate and sustain their 
programs.” (Woodstock et al., 2013 p. 1). 
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While most of the focus was on the state’s (“grantees”) experience, the investigators also 
looked at the implementation sites in terms of type (e.g., clinic, senior center, library, etc.), 
location (e.g., rural, urban) and the frequency of workshops offered by the site.  They found that 
completion rates were lowest in residential facilities and highest among faith-based 
organizations. They also found that participants attending workshops offered in metropolitan 
areas had a slightly lower completion rate than participants attending workshops offered in non-
metro areas (Woodstock, et al, 2013, p. 72). 
A study of 100,000 adults attending CDSMP workshops over several years (across the 
U.S.) looked at participants and their completion rates, by delivery site. Smith separated 
“completer participants” into four groups based on participants’ completion date. He examined 
whether completion rates changed over time.  Results showed that organizations providing the 
program became more effective in reaching participants (and/or the program gained in 
visibility/popularity) over time (Smith et al, 2013).  
An older study conducted by the Stanford researcher who led development of the 
CDSMP (Dr. Kate Lorig) examined the implementation and dissemination of the program at the 
organizational level by a health plan. Lorig and colleagues examined CDSMP implementation 
within the Kaiser Permanente system for a five-year period from 1997 to 2002 (at that time the 
Kaiser system was comprised of 12 regions and served over 8 million members). This was a 
process evaluation examining factors that aided or hindered implementation and dissemination 
within the Kaiser system (Lorig et al., 2005). Dr. Lorig and her team conducted two rounds of 
qualitative interviews with over 290 individuals in 9 regions that were involved in CDSMP 
implementation. Out of the nine regions, five successfully implemented and maintained CDSMP 
and four did not. There were three groups of factors found to be important in CDSMP 
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implementation by this health plan and care system: (1) attributes of CDSMP, (2) administrative 
factors, and (3) organizational factors. Attributes of the program that hindered implementation 
were that it was a group, self-care program, rather than a diagnosis and treatment program—and 
therefore did not really fit with the clinic’s usual practices. With regard to administrative factors 
identified, participant recruitment was the most significant barrier negatively impacting 
implementation (as many as one-third of the workshops were cancelled due to lack of 
participants within the first year). Enabling organizational factors which were important included 
having a dedicated coordinator, local administrator support, physician buy-in, and cross-regional 
communication and information sharing. 
Researcher and NCOA spokesperson Dr. Nancy Whitelaw asserts there is a pressing 
need [emphasis added] for more attention to “the contextual, organizational, community, and 
political factors” that affect the uptake in program adoption, implementation and sustainability 
(Whitelaw, 2010). NCOA has identified three strategies that appear to contribute to success 
across evidence-based health promotion and prevention efforts (this would include, but is not 
limited to, CDSMP). The three strategies call for the development of: (1) coalitions of 
organizations – to gather to align goals and strategies and identify gaps and opportunities in 
policy, (2) regional or statewide collaborative groups – to coordinate the delivery of programs, 
and (3) a lead technical assistance organization – to provide organizational capacity-building, 
education, training, workforce development, and implementation fidelity and quality monitoring. 
Whitelaw and colleagues urge state and local leaders to work on multiple levels to support 
implementation and sustainability of such programs. 
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Summary 
An organization faces many challenges to implementing an evidence-based health 
promotion and disability prevention program. One such program, the Chronic Disease Self-
Management Program, targets individuals with one or more chronic conditions. This is a 
population group that experiences high health care costs, diminished functional abilities, and 
reduced quality of life if self-care management behaviors are lacking. Thus, effective 
implementation of CDSMP offers the nation an opportunity to improve the public’s health and 
reduce medical expenditures. This dissertation study focuses on organizations that effectively 
implemented the evidence-based Chronic Disease Self-Management Program.  
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CHAPTER 2: Literature Review 
Introduction 
According to information provided at a recent “Dissemination and Implementation” 
research conference, there are now more than 60 separate frameworks for dissemination and 
implementation research.
17
 This chapter presents several of these frameworks and compares the 
factors and constructs within them. Though different terms may be used, there are commonalities 
that guide the study of implementation and help evaluate effectiveness. Reoccurring concepts 
include: assessing and measuring organizational (internal) factors, examining the interaction 
between organizational characteristics and the program/innovation components, identifying 
external or contextual issues, and realizing that implementation is a journey with a non-linear 
path.  
The literature review offered in this chapter presents examples of health promotion and 
disability prevention EBPs that focused on older adults and those with chronic conditions and 
could be implemented in community settings. Peer-review journal articles of implementation 
studies were selected for review to examine the implementation processes, challenges, context, 
and other factors that affected program success. The review was intended to provide insight into 
the factors that appear to support successful implementation of EBPs. The terms “innovation,” 
“intervention,” “program” and “evidence-based practice” are used interchangeably. 
 
 
 
                                                          
17
 Training Institute for Dissemination and Implementation Research in Health, A joint conference of the Office of 
Behavior and Social Science Research, National Institutes of Health, National Cancer Institute, National Institute of 
Mental Health, and the U.S. Department of Veteran Affairs, San Jose, CA, July 9-13, 2012. 
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Background - Frameworks 
 
Everett M. Rogers first reported on what he called the “diffusion of innovations” in 1962 
as he studied why Iowa farmers delayed adoption of new ideas that could have been profitable 
for them. Rogers defined diffusion as “the process in which an innovation is communicated 
through certain channels over time among the members of a social system” (Rogers, 2003, p.5). 
Dr. Rogers identified five attributes of innovation that impact how widely it is adopted: 
1. Relative Advantage – Is the innovation perceived as being better than what it 
replaces? 
2. Compatibility – Is the innovation perceived as congruent with values, experiences, 
and needs of potential adopters? 
3. Complexity- Is the innovation perceived as difficult to understand and use? 
4. Trialability – Can the innovation be tested? 
5. Observability- Are the results of the innovation visible to others? 
 
In a systematic review of the literature to consider the spread and sustainability of 
innovations in health service delivery, researcher Trisha Greenhalgh and colleagues conducted a 
meta-analysis looking for factors that impact adoption and maintenance of innovations 
(Greenhalgh, et al., 2004). Greenhalgh and colleagues found studies from a variety of disciplines, 
including social and behavior health, clinical epidemiology, psychology, and marketing. From 
their review they identified complex and interactive components of innovation diffusion 
(informal spread of innovation) and innovation dissemination (formal spread of innovation). 
These components included: “Resource system,” “User system,” “Knowledge purveyors,” 
“Change agents,” and “Outer context.” Dr. Greenhalgh’s conceptual framework is shown in 
Figure 1. 
 
 
 
17 
 
O 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Rendition of the Conceptual Model for Considering the Determinants of Diffusion, Dissemination, 
and Implementation of Innovations in Health Service Delivery and Organization, Based on a Systematic 
Review of Empirical Research Studies. Greenhalgh, et al., 2004. 
 
Dr. Greenhalgh describes system antecedents for innovation which include structural 
factors, an organization’s absorptive capacity for new knowledge, and the relative context for 
change. She also describes system readiness for innovation factors, which includes the tension 
for change, the innovation-system fit, the power balance between those who support and oppose 
the adoption, an assessment of implications, the level of time and resources that will need to be 
dedicated, and capacity for monitoring and feedback. The implementation process itself includes 
factors related to staff capability/capacity, training, communication, dedicated resources, 
collaboration, feedback/monitoring, and leadership/management. These three domains are 
interactive, and can either support or impede program adoption. With regard to her commentary 
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about the literature (as of 2004), Dr. Greenhalgh found a lack of information related to 
implementation and maintenance of innovations among health service organizations. The few 
empirical studies found were “impoverished by lack of process information.” Furthermore she 
recommended further research on the following question: “By what processes are particular 
innovations in health service delivery and organization implemented and sustained (or not) in 
particular contexts and settings, and can these processes be enhanced? This question, which was 
probably the most serious gap in the literature we uncovered for this review would benefit from 
in-depth mixed-methodology studies aimed at building up a rich picture of the process and 
impact” (Greenhalgh et al., 2004, p. 620). From Dr. Greenhalgh’s work, the “user system” 
(pertaining to the organizations implementing the innovation) and the effects of the outer context 
on that user system are most relevant to this examination.  
In a subsequent meta-analysis of nineteen implementation and dissemination frameworks 
(including Greenhalgh’s), Laura Damschroder and colleagues also found common themes and 
constructs across the frameworks (Damschroder, et al., 2009). Damschroder and colleagues 
identified thirty-one unique constructs and categorized them within five domains. They then 
created the Consolidated Framework for Implementation Research (CFIR) to offer an 
overarching framework. The CFIR conceptual model is shown in Figure 2. The five domains 
involved in implementation as depicted in CFIR are: Intervention Components/Characteristics, 
Outer Setting, Inner Setting, Individual Characteristics, and Implementation Process 
(Damschroder, et al., 2009). This consolidated framework is depicted as a complex system with 
components (resembling puzzle pieces) that interact with each other. Strengths in one area can 
compensate for weaknesses in another. Implementation is a non-linear, complex process that is 
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influenced by internal and external factors. In describing CFIR, Damschroder says this 
framework helps “open the black box of the implementation component” for further study.  
 
 
 
 
 
 
 
          Dean Fixsen, Karen Blasé, and colleagues studied implementation examples particularly 
drawing from the field of education (Fixsen et al., 2009). They identified six functional stages 
(not linear) as follows: (1) exploration, (2) installation, (3) initial implementation, (4) full 
implementation, (5) innovation, and (6) sustainability. Their framework has seven core 
implementation components. They based their framework on the foundational assumption that 
implementation is a process happening in fits and starts over time (generally 2 to 4 years), and 
that changes in the core components can affect the stage of implementation. They give an 
example of an organization that experiences a large staff turnover—thus moving the stage of 
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Figure 2. CFIR conceptual model.  Damshroder et al. 2009 
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implementation backward—from full implementation to initial implementation—as the new staff 
are trained on the program. Fixsen, Blasé and colleagues place on special emphasis on human 
capability and systems that support the practitioner/worker implementing the program as 
enabling factors. Their 7 core implementation components (which are inter-connected) include: 
1. staff selection 
2. pre-service and in-service training 
3. ongoing coaching and consultation 
4. staff evaluation 
5. decision-support data systems 
6. facilitative administrative support   
7. systems interventions 
 
 
Fixsen says strength in one area can compensate for weakness in another. Furthermore, these 
components “exist quite independently” from the program/intervention outcomes or quality. In 
other words, an organization can do a great job at implementing a so-so program, or do a bad job 
at implementing a fantastic program. Because implementation is so dependent on human 
behavior, successful and sustained implementation will require ongoing training, coaching, 
feedback, data, and the other systems working in tandem to regularly maintain the desired 
behavior. A key concept offered by Fixsen is that of a purveyor (or program consultant)—those 
who are actively working to implement the program or practice. These individuals become 
experts—acquiring new understanding of strategies and insights over time that enhance, 
facilitate, streamline, or improve implementation of the program. Being able to tap into this 
knowledge base is invaluable.  
Dulak and DuPre also identify stages of diffusion of an innovation. They name four 
phases: (1) dissemination, (2) adoption, (3) implementation, and (4) sustainability.  In their 
review of implementation studies they have found that the journey from dissemination to 
sustainability is rarely accomplished. First, information about the innovative program does not 
reach the intended practice environment or community setting—it is not communicated 
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sufficiently to practitioners, organizations, or communities. Second, researchers or others 
promoting the practice/program find that it is difficult to entice organizations or communities to 
even consider adoption given other priorities. Third, attempts by adopting organizations to 
implement the program are often difficult and more challenging than anticipated (e.g., due to 
lack of training, insufficient human resources, money, or time, lack of leadership support, or 
other organizational or contextual issues). Fourth, even if implementation efforts overcome all of 
these hurdles, the organization or community may not sustain the program (Durlak & DuPre, 
2008 p. 327-328). Adding to these challenges is the fact that the implementation process is rarely 
documented or examined, so often there is not a clear understanding of what went wrong or why.   
Durlak and DuPre present 8 factors for studying implementation:  
1. fidelity 
2. dosage 
3. quality 
4. participant responsiveness 
5. program differentiation 
6. monitoring of comparison groups 
7. program reach 
8. adaptation 
 
Durlak and DuPre offer a strong case that implementation matters. They found that programs 
that devoted resources and monitored implementation had larger effects—76% of the studies 
showed a significant positive relationship between implementation level and the outcomes 
measured. Durlak and DuPre illustrate their framework (Figure 3) as a dynamic interplay 
between the environment/context for dissemination (that includes macro policy, existing 
research, and funding in which the prevention delivery system, support system, and research 
system operate) and the implementation structure. Factors that influence the implementation 
process include: community participation/collaboration, provider characteristics, innovation 
characteristics, organizational capacity, and technical assistance/training.  
In other words, it’s more than just the program you’ve picked. It’s the program in context of 
what’s going on around it. 
22 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
Figure 3. From Durlak, J. A., & DuPre, E. P. (2008). Implementation matters: A review of research on the influence 
of implementation on program outcomes and the factors affecting implementation. American Journal of Community 
Psychology, 41(3), 327-350.  
 
As seen in the brief descriptions provided here of frameworks and studies of 
implementation, one of the challenges for researchers is the lack of consistent terminology and 
differences in categorization of similar constructs. There have been several attempts at creating a 
standard taxonomy in order to evaluate success of efforts (Proctor et al., 2011). Proctor and 
colleagues created a distinction between service system outcomes (such as changes in provider 
behavior or improvement in processes of care), clinical outcomes (such as observed impact at the 
patient/client level), and implementation outcomes, defined as “the effects of deliberative and 
purposive actions to implement new treatments, practices, and services” (Proctor et al., 2011, p. 
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65). Factors important in measuring implementation outcomes identified in Proctor’s analysis 
include: acceptability, adoption, appropriateness, costs, feasibility, penetration, and 
sustainability.  
 
Methods 
 
A literature review of implementation studies of evidence-based health promotion 
programs for older adults was conducted from March – April 2012 as a precursor to this 
dissertation study. Examples were sought of health promotion programs for adults that were 
implemented in community settings—with the additional requirement that the organizational 
issues in implementation needed to be adequately described in the methods or findings section of 
the study. This literature review looked at studies of organizations involved in post-adoption and 
implementation of previously tested evidence-based health promotion programs. Thus translation 
studies were also excluded. Sixteen studies were identified out of 102 articles reviewed. Of these 
sixteen, twelve studies contained enough detail in the findings and discussion sections to 
examine the implementation processes, challenges, context, and other factors that affected 
program success—at least at a basic level. 
Inclusion and exclusion criteria for the literature search were as follows: 
Inclusion Criteria 
 The study must be in the field of health promotion/disease prevention and examine 
evidence-based program implementation 
 The study must describe how the innovation was actually implemented in the field or in a 
particular organization—beyond the original trial where the innovation was tested. 
 The innovation must focus on middle-aged and older adults. 
 The authors must describe important barriers or catalysts observed, organizational issues 
and sustainability, 
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 The methods used within the study or program evaluation must meet a minimum set of 
methodological standards.
 18
 
 The article must have been published between 2000 and 2012, must be in English, and 
the full text must be available. 
Exclusion Criteria 
 The study cannot be merely theoretical – it must describe practice implementation or 
dissemination of the innovation. 
 The study cannot focus only on practitioner behavior, attitudes, or preferences– it must 
have an organizational focus. 
 The innovation cannot be designed for an institutional setting (hospital, emergency room, 
nursing home, or residential care facility)—but rather be a health promotion program or 
disease prevention program. Therefore, it could not be a diagnostic technique, surgical 
technique, medication, or medical device. 
 
The full literature review search and results process is depicted in Figure 4. 
 
 
 
 
 
 
 
 
 
  
                                                          
18
 These standards are adapted from Greenhalgh et al., 2004. The standards I used were: the authors describe the 
research question, the study design, research methods, data sources, sample size, study limitations, nature and 
strength of findings (within the discussion) and a set of conclusions or recommendations which appear valid based 
on the information presented. Qualitative and quantitative studies, mixed methods, case studies, and process 
evaluations were acceptable. 
25 
 
Figure 4. LITERATURE REVIEW SEARCH PROCESS & RESULTS 
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Implementation success was specifically defined in terms of the organization’s level of 
program implementation (i.e., did the organization or community fully implement the program 
with all of its components and reach the desired target participants). The factors of interest were: 
(1) program factors about the innovation itself (e.g., the innovation components and protocol), 
(2) process factors about how the innovation was implemented (e.g., steps toward adoption, 
N = 42 
references 
Duplicates discovered N=1 
References title and brief 
description provided by the 
search database are 
reviewed = 79 out of 102 
are eliminated 
30 references excluded from 
PubMed set 
49 references excluded from 
Google Scholar set based on 
exclusion criteria 
References reviewed based 
on read of full text = 6 out 
of 23 are eliminated 
5 references excluded from 
PubMed set 
1 reference excluded from 
Google Scholar set based on 
inclusion criteria 
 
Studies included in 
analysis = 16 
N = first 60 
4 references have 
insufficient detail to allow 
for ranking of level of 
success of diffusion and/or 
authors do not adequately 
describe implementation 
experience 
 Final set of articles upon 
which provide enough detail 
for categorization and 
analysis of program 
implementation factors = 12 
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training and preparation), (3) contextual or environmental factors that affected the 
implementation (e.g., the market demand for the innovation, policy support) and (4) 
organizational factors (e.g., the staff capacity, leadership support, climate for the innovation 
adoption). These factors were selected based on: (1) the conceptual models and frameworks 
reviewed prior to conducting the search, and (2) reflections from researcher’s personal 
experience in evaluating the implementation process of evidence-based programs in the field. 
Chosen factors are shown in Table 1.  
 
Articles were separated into three groups based on whether the dissemination efforts 
described in the study were highly successful, moderately successful, or unsuccessful. These 
terms were defined a priori as shown in Table 2, focusing on three characteristics:  
1. program adoption rate,  
2. the implementation fidelity by the organizations, and  
3. the likelihood that the innovation would be maintained following the 
dissemination study. 
 
Table 1. Factors for Literature Review  
Program Related  Process Related  Environment/Context Organization 
Related  
Perceived value of 
the innovation by  
intended setting 
Phased or guided approach in 
implementation 
Market demand or readiness 
for the innovation 
Leadership support 
visible 
Protocol translated 
for intended 
setting(s) 
Tested methods to implement 
innovation 
Policy support for innovation Champion within 
organization for the 
innovation 
Training materials 
for intended settings 
Technical assistance 
(ongoing) 
Funding available; resources 
to support cost of innovation 
Staff, technical 
capacity to implement 
Operational 
guidelines exist for 
maintaining 
parameters 
Fidelity monitoring Stable, receptive  
environment  
Program “fits” 
w/organization focus 
 Expert consultation & 
guidance available 
Peer group support among 
organizations implementing 
Organizational  
stability; org. has 
resources available 
   Prior experience within 
the organization 
following protocol 
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In some cases, information was lacking on one or two of these items. However within the 
methods or discussion sections there were often clues about these characteristics. For a complete 
list of the studies reviewed, see Appendix A. 
Table 2. Definition of “Success” for the Studies Reviewed and Results of Ranking 
(N=12 studies that could be ranked ) 
Highly Successful Moderately Successful Unsuccessful 
- Program adopted by most (60% or 
more) of practice sites 
approached, 
 AND 
- Program implemented with 
fidelity by at least 75% of 
organizations in the dissemination 
study,  
OR 
- Program maintenance likely by at 
least 75% of organizations in the 
dissemination study 
 
- Program adopted by 30-59% of 
practice sites approached,  
AND 
- Program implemented with 
fidelity by more than half of 
organizations in the dissemination 
study, 
OR 
- Program maintenance likely by at 
least 50% of organizations in the 
dissemination study 
 
- Program adopted by less than 
30% of practice sites 
approached,  
AND 
- Program implemented with 
fidelity by less than half of 
organizations in the 
dissemination study, 
OR 
- Program maintenance is likely to 
be less than half of organizations 
in the dissemination study 
N = 6 N = 3 N=3 
 
Findings & Implications 
In this examination of twelve studies of innovation dissemination, only four studies 
provided evidence of positive attributes or strengths in all four factor areas. These four studies 
were ranked as “highly successful.” There were two additional studies ranked as “highly 
successful” that had some of these positive attributes—for a total of six highly successful studies. 
The factors that emerged as important in these highly successful innovation dissemination efforts 
were:  
 robust translation of the innovation for use in the intended practice settings,  
 extensive and ongoing training and technical assistance provided for the implementation,  
 good  program-to-environment or program-to-organizational “fit,” and,  
 availability of necessary resources, especially the human resources within the 
implementing organization.  
 
Six studies were ranked as “moderately successful,” or “unsuccessful.”  The most important 
barriers that emerged from these studies were: 
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 lack of fit between the innovation and the organization or between the innovation and the 
environment, 
 insufficient translation  of the innovation, 
 Incomplete training in relation to the capability available within the implementing 
organization 
 lack of capability or “readiness” within the organization, 
 need for additional technical or expert support offered to the implementing organizations 
(often realized in hindsight when determining implementation fidelity) or other additional 
resources (e.g., time, money) 
 
These issues are discussed in more detail below. 
 
Factor: Program Fit 
All of the innovations included in this examination were focused on modifying health 
behaviors, and/or promoting better self-care and disease prevention or condition management by 
adults. This included physical activity programs, self-care management programs, nutrition 
programs, chronic disease education and awareness, and balance and mobility improvement 
programs. These programs were implemented at the city, community, organization, and 
practitioner level, although those implemented at the practitioner level also involved some 
additional level of organizational process change or institutional development to adopt the 
innovation. This is important in terms of discussing program “fit” within organizational and 
environmental context, which was one factor that was predicted as being important. In fact the fit 
with the organization and the environment emerged as a factor most frequently found which 
appeared to be related to the ease or difficulty of implementation among  these twelve examples 
of innovation dissemination.  
Ensuring organizational fit relates to both the program and the environment. Research on 
organizational change and program adoption in the management literature typically identifies 
factors such as leadership, organizational climate, staff buy-in, and acceptability to the consumer, 
patient, or client as important for success (Simpson, 2002; Klein & Sorra, 1996).  
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To be certain that a proposed innovation is a good fit with an organization, one has to 
understand the purpose, scope, capability, and operational constraints on the organization as well 
as the reasons why the organization is seeking to implement the innovation within the context 
and environment in which it operates. Does the innovation represent a significant upgrade in the 
organization’s existing service? Is it being demanded by clients/participants that the organization 
serves? Is it central to the organization’s identity or service complement? Is this innovation 
poised to lend a “competitive advantage” or credibility to the organization in terms of the 
marketplace? Does the innovation replace another service? Understanding the context and 
environment and the organization’s drive to adopt the innovation would add much needed 
information to researchers for interpreting this issue of “fit,” and might offer a way to identify 
the characteristics of organizations that are ready for adoption. 
Factor: Translation 
Innovation “preparation” within all six of the highly successful studies appeared robust 
and included modifications of the innovation protocol for use in the field, development of a 
comprehensive set of materials to guide efforts, and provision of extensive training (piloted for 
use in practice settings). This process takes time and resources. In all six of the highly successful 
innovation dissemination examples translation for widespread dissemination had largely already 
occurred. The background detail provided within these articles about the innovation translation 
development indicates the process took many years and multiple pilots.  Thus, another factor 
that emerged was comprehensiveness of the translated innovation—ready and fit for 
dissemination.  
Translation for practice settings cannot be done solely by the researchers who created the 
innovation. First, they may be too invested in the way that the innovation was implemented in 
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the research trial and find it hard to accept modifications to their original approach. There is a 
natural tension between wanting to maintain complete adherence to the research-driven protocol 
and needing to adapt the innovation for the “real world.” How much modification can be done on 
the innovation before it is something other than what was studied?  This is not easily answered. 
This is a reason for much earlier involvement of real-world practice input in the design of the 
innovation itself (prior to the first trial). A second challenge is that the researchers are unlikely to 
fully understand the operational structures, internal processes, and usual practices of 
organizations that are providing direct service (e.g., to older adults or family caregivers). This is 
a very important reason for engaging practitioners and testing in real-world settings early on in 
the translational process. A third issue is that researchers may not be familiar with specific 
cultural, environment, or marketplace realities that the organizations face. Modifications of 
innovation components or development of additional tools to allow a phased approach for use 
might be necessary. Ginexi and Hilton say this about the “two-way” process of translation:  
Sometimes the discovery of a solution can be out of sync with a provider’s 
readiness to use it. The technology may be ready for application (technology 
push); however, the need has not sufficiently evolved to justify implementation 
(practice pull).  Sometimes the reverse is the case, and the evolution of a 
provider’s problem outpaces the scientist’s ability to find a solution. A plausible 
but unproven service may be provided, unfortunately. The two-way process of 
translation often results in an imperfect interface that must be adjusted before 
implementation of an efficacious service can occur (Ginexi & Hilton, 2006, p. 
336). 
 
Factor: Internal Capability, External Training and Technical Help 
Many types of staff and volunteers served as the on-site coordinators or managers to 
implement the evidence-based program in the implementation studies examined. This included 
the following types of staff or volunteers: volunteer church liaisons within faith communities, 
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volunteers  and community staff in senior centers and  residential housing units, community 
pharmacists in local pharmacies, registered nurses and public health nurses serving seniors in the 
community through home health care agencies, primary care practices utilizing health promotion 
or other types of health workers, community leaders and organizers in health-related departments 
or municipal organizations, and volunteers and staff of Area Agency on Aging organizations.   
In these dissemination studies, utilizing only highly trained or highly educated 
interventionists did not equate with success. Some of the most successful implementation efforts 
utilized volunteers. Some of the least successful studies also utilized volunteers. Other 
moderately successful studies utilized nurses. Some highly successful studies utilized community 
health workers. Thus, the interventionist characteristics alone did not appear to predict 
implementation success (at least not in this group of studies).  
The presence of ongoing technical assistance from external source(s) emerged as an 
important factor that was different between the successful and unsuccessful efforts.  In the 
successful efforts, ongoing support was provided to the staff or volunteers as they conducted the 
prescribed activities within the innovation protocol. There were two studies that described 
interventionists who did not perform the duties as directed—both efforts were ranked as 
unsuccessful and both lacked ongoing technical support. Thus a third factor was ongoing 
technical/expert support. 
Factor: Readiness 
Organizational readiness was assessed in only a few of the 12 studies reviewed. The two 
studies that mentioned a process for organizational selection that included assessing readiness 
were both ranked as successful. In addition, one of the studies ranked as unsuccessful due to 
variable implementation across a set of faith communities contained information about a few of 
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the churches that did achieve success—these were also the churches that had prior experience 
with health promotion efforts and/or health “advocates” (which could be an indicator of greater 
organizational readiness). 
 In these studies, the issue of readiness was most often discussed in terms of training the 
staff or volunteers who would be serving as interventionists.  Logically, it makes sense that 
people within organizations who feel ready to operate a new program will do better than people 
within organizations who do not feel quite ready. Prior experience with similar tasks or programs 
is one factor that helps individuals feel capable. Another supporting mechanism is training. 
Training of the key interventionist was provided in all of the studies. Unfortunately, most of 
these studies did not describe this training in enough detail to fully differentiate the level, 
adequacy, or comprehensiveness of training to allow comparison on this factor.  
In most of these efforts a volunteer or staff member was part of the health promotion or 
wellness intervention—often serving to coach the participant, facilitate group discussion, or 
encourage behavior change. If these interventionists were unsure about their duties, felt 
unprepared or inadequately supported by their organizations, or if they had technical questions 
that were not fully addressed--their lack of confidence or hesitancy could be communicated 
directly or indirectly to participants.  It is not a stretch to imagine that perception of program 
value could be therefore diminished. Thus, the factors of readiness, fit, and training or ongoing 
technical support could interact with each other to augment the effect on implementation (either 
negatively or positively).  Perhaps this is part of the translational process—developing the 
“right” training for the perfectly matched “right” type of interventionist that also fits the defined 
scope of the innovation in the intended organization. 
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Factor: Cost/Funding 
Most of the unsuccessful /moderately successful studies (and two of the highly successful 
innovation studies) mentioned lack of resources as a constraint. This is a key issue with many 
organizations regarding program adoption. In this examination, only three articles made more 
than a passing reference to the actual cost of the innovation. In fact, none of the studies provided 
a full description of the direct costs borne by the organization. Both time and money are resource 
constraints that relate to sustainability. At least half of the studies mentioned that cost would be a 
key factor in keeping the program going after the conclusion of the present study. This is clearly 
an area that requires additional examination, a finding that is consistent with other research on 
innovation dissemination. Studies on implementation effectiveness should report direct costs and 
identify the expected funding sources. Ginexi and Hilton describe this well: “Scientific journals 
rarely present the cost of training, the amount of overtime needed to cover staff while in training, 
the time lag until performance exceeds baseline, the level of education needed to master and 
supervise new practices, as well as changes in existing business practices needed to support or 
otherwise integrate with the new practices” (Ginexi & Hilton, 2006, p., 337).  
Summary 
Frameworks that take into account internal and external issues, together with the 
implementation studies examined in this chapter, provided guidance for selecting factors to 
examine for this research. The background literature review considered programs focused on 
older adults that were implemented at the community level. There was evidence that program fit, 
ease of use of the program protocol, internal capability, and external technical support are 
important for implementation success.  
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CHAPTER 3: Study Design and Methods 
Introduction 
This dissertation study focuses on organizational activities in implementing the evidence-
based Chronic Disease Self-Management Program. This study examines the experience of eight 
successful organizations, (4 aging service providers, and 4 health care organizations) probing 
implementation factors and exploring strategies employed. It begins with a brief probe into the 
early influences in the adoption of the program, drills down into the factors within the 
implementation experience, and then touches on strategies that address sustainability. Internal, 
external, and program factors are explored. The specific focus is on the CDSMP, but the 
knowledge gained may be relevant to implementation efforts for other types of evidence-based 
health promotion and disability prevention programs.  
 The purpose is to foster effective evidence-based program implementation and 
understand the organizational perspective on internal as well as systems issues that may serve as 
barriers or facilitators. The goal is to advance understanding so that more organizations 
implement such programs successfully and more people are reached to realize individual and 
public health benefits. 
Factor Selection 
To identify the factors for this dissertation study, the investigator considered: 
1. Factors identified in the frameworks of other implementation researchers, 
particularly: Laura Damschroder, Trisha Greenhalgh, Joseph Durlak and Emily 
DuPre 
2. Factors found important in the 12 implementation studies examined in the 
literature review (described) 
3. Published reports and grey literature about CDSMP dissemination 
35 
 
4. Stanford University and National Council on Aging websites 
5. Personal experience with implementing CDSMP in one nonprofit aging services 
organization in MN 
Based on these sources as guides, ten factors were chosen for this examination. The 
factors were divided into three areas: (1) INTERNAL – organizational factors or influences, (2) 
EXTERNAL – factors such as technical assistance or peer support and (3) CDSMP 
(PROGRAM) factors such as the requirements to become certified and maintain fidelity. 
 
Table 3. Implementation Factors Probed  
 
Internal 
 Will – The drivers to adopt and implement CDSMP from within the organization including 
leadership and presence of a champion (also probed change in this factor over time) 
 Value - Perceived value of CDSMP 
 Fit - Program fit with organization or department/unit 
 Internal capability – Staff capability – education, skills, experience and supportive unit 
 Demand/Recruitment – The demand for CDSMP and how organizations recruited participants to 
fill workshops (also probed change in this factor over time) 
 Evidence-based Experience – with implementation of other evidence-based programs using a 
protocol 
 Cost (resources) to implement (also probed change in this factor over time) 
 
External 
 Level of external support/technical assistance – particularly provided by the State office in charge 
of CDSMP (also probed change in this factor over time) 
 Peer support & collaboration (also probed change in this factor over time) 
 
CDSMP Program 
 Required protocol for implementation and fidelity monitoring 
 
 
A crosswalk of the factors chosen for this study compared to factors in the selected 
implementation frameworks is provided in Table 4. 
Since this examination would use a method of factor weighting suggested by 
Damschroder, another study using the Consolidated Framework for Implementation Research 
was also reviewed. Damschroder and colleagues utilized the CFIR in a study of a weight 
management and physical activity intervention (MOVE!) disseminated through the Veterans 
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Administration medical centers and community-based clinics. From 2006 to 2010 nearly 300,000 
veterans participated in the MOVE! program. Damschroder studied implementation of the 
MOVE! program in five purposefully-selected VA medical centers, through a mixed-method 
study using semi-structured interviews. The organization was the unit of analysis. Organizational 
factors affecting implementation effectiveness were assessed both quantitatively and 
qualitatively. Twenty-four individuals who were involved in implementation at the five facilities 
were interviewed. The five facilities chosen represented the highest and lowest levels of 
implementation success of the MOVE! program. The interview protocol developed included 
open-ended items as well as an adjectival Likert-scale (from strongly disagree to strongly agree 
plus not applicable/unknown). Therefore the interviewee could identify the strength of the factor 
along a five-point scale from -2 to +2 (Damschroder et al., 2011). According to Damschroder, 
the CFIR is intended to be used by researchers studying the implementation process. It is 
designed for the researcher to pick and choose among the 31 factors.
19
  The investigator 
considers: the components of the program, characteristics of organizations involved in 
implementation, implementation approach, scope of the examination, and the research 
question(s) when choosing factors. 
This dissertation study used a similar approach when crafting the key informant interview 
protocol so that there is an adjectival and five-point rating scale that the informant uses to 
identify the direction and strength of the factors probed. 
 
 
                                                          
19
 Based on a personal conversation with Laura Damschroder on 6/18/12 and on background materials she provided. 
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Table 4. Crosswalk of Factors Chosen to Examine Implementation Experience – Paone Study Compared to those in Selected Frameworks 
Paone Damschroder Greenhalgh Durlak & DuPre 
Internal 
 Will - drivers to implement from 
within the organization, including 
leadership support 
 Value - Perceived value of CDSMP 
 Fit - Program fit with 
organizational services & identity 
 Internal capability – human 
resources & structures 
 Demand/Recruitment/Marketing 
strategies– how workshops are 
filled 
 EB Experience - with EB program 
implementation 
 Cost/resources to implement 
 
Inner Setting 
 Structural characteristics of 
organization 
 Internal communication  
 Organizational culture 
 Implementation climate 
o Tension for change 
o Compatibility 
o Relative priority 
o Incentives and rewards 
o Goals and feedback 
 Readiness for implementation 
o Leadership engagement 
o Available resources 
o Access to information & 
knowledge 
Process  
 Planned adoption/implementation 
 Correct teams/appropriate staff 
 Evaluated results 
 
Individual characteristics 
 Knowledge & belief  
Adopter characteristics 
 Motivation 
 Values 
 Goals 
 Skills 
 
System Readiness 
 Tension for change 
 Dedicated resources 
 
Assimilation 
 Complex, non-linear process 
 
Implementation Process 
 Decision-making  
 Hands-on approach 
 Human resources,/training 
 Dedicated resources 
 Internal communication 
 External collaboration 
 Reinvention/development 
 Feedback on progress 
 
Provider Characteristics 
 Perceived need for the 
innovation 
 Perceived benefit 
 Self-efficacy 
 Skill proficiency 
 
Organizational Capacity 
 Positive work climate 
 Integration of new 
program 
 
Specific Practices 
 Communication 
 Coordination 
 
Staffing 
 Leadership 
 Program champion 
External 
 Level of external support/technical 
assistance including funding 
(particularly probing the state’s 
support) 
 Peer support & collaboration 
Outer Setting 
 Consideration of consumers’ needs 
and resources 
 Peer networks 
Outer Context 
 Incentives and mandates 
 Environmental stability 
 
Communication and influence 
 Social networks 
 Change agents 
Community level factors 
 Funding 
 Policy 
 
Program (CDSMP) 
 Requirements for adoption, 
implementation, and fidelity 
monitoring and reporting 
Intervention Characteristics 
 Evidence of effectiveness 
 Complexity 
  Presentation – Design and Packaging 
 Cost  
The Innovation 
 Relative advantage 
 Complexity 
 
 
 
Characteristics of the 
Innovation 
 Compatibility 
 Support System 
 Training 
 Technical assistance 
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Conceptual Model 
A conceptual model was created for this study (Figure 5). It depicts the relationships 
between factors which are internal and those external to the organization, and the interaction 
between the organization and characteristics of the program itself. These factors interact in 
different ways over time. Factors which influence the implementation process at an early phase 
may not be as important later on. Internal factors are those that come from within the 
organization (e.g., staff expertise and education, previous experience health promotion or 
disability prevention efforts, strategic priorities, leadership interest or commitment to the 
program, manager competency, etc.). External factors are those that enhance (or impede) 
implementation from outside of the organization—they come from the environment (e.g., stable 
or unstable payment mechanism/funding sources, network or peer organizational support, 
technical assistance from consultants or experts, market demand for the program, existing health 
policy, etc.). Program factors are characteristics of the program itself (e.g., complexity of the 
protocol, requirements for program adoption such as training or certification, type or intensity of 
fidelity monitoring, etc.).  
The organization’s perspective is what counts in terms of whether the external factors are 
viewed as impeding or enhancing the organizational efforts of implementation and how strong 
that factor comes into play. For example, one organization with extensive internal capability 
(e.g., experienced health promotion managers) might not need the external technical support 
offered, whereas another organization made up largely of volunteers might be heavily dependent 
on such support. 
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Figure 5. Paone Conceptual Model of Implementation for this Study 
 
The fluidity or ease of interaction between the program elements and the organization 
(internal setting characteristics) also depends on the perspective of the organization. In other 
words, the program elements will be experienced differently by different organizations. For 
example, an organization with no experience in following a strict protocol that dictates specific 
dialogue with participants using only prescribed materials may be taken aback by the perceived 
rigidity of the program. On the other hand, an organization that is accustomed to following 
protocols and guidelines might be more easily able to pick up the protocol and use it without 
instruction or training about how to maintain fidelity. 
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Research Questions, Hypotheses, & Aims 
Research Questions 
The investigator selected three research questions for study. Two questions focus on the 
experience of implementation from the organization’s perspective and the other pertains to the 
research method. The questions are: 
1. What affected implementation success of the evidence-based Chronic Disease Self-
Management Program among eight organizations located in two states?  
 
Sub-questions: 
a. What did these successful organizations experience as they implemented the 
program over the years?  
b. Are there differences between the two types of organizations studied (health care 
organizations as compared to aging service organizations) in terms of the weight 
or expression of the implementation factors probed in this study? What are those 
differences? 
 
2. How did the external environment (focusing on state activities) enhance or impede 
CDSMP implementation?  
 
Sub-question 
a. What were the activities and roles of each of these two states related to CDSMP 
implementation and support, as described by these eight organizations?  
 
3. Did the method for retrospective examination used in this study provide sufficient 
information for comparison across organizational types? 
  
Hypotheses 
Differences were expected between the types of implementing organizations. Three 
hypotheses were made: 
1. The key factors driving implementation success of CDSMP are the same among successful 
organizations (that is we will find evidence that the factors are present in all organizations), 
but the expression, importance, or weight of various factors differs between aging services 
provider organizations and health care organizations.  
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2. Strategies and challenges or facilitators that affected implementation also differ between the 
types of implementing organizations.  
 
3. The methodology used was sensitive enough to differentiate aspects of organizational 
implementation experience between the types of organizations studied (aging service and 
health care organizations).  
 
Aim 1: 
Probe a defined set of implementation factors among a set of organizations implementing 
the same evidence-based program (CDSMP) to determine differences between two types of 
organizations.   
 
This effort focuses on capturing the CDSMP implementation experience by 8 
implementing organizations that are considered effective/successful by probing seven internal 
factors, two external factors, and one program factor. Two types of organizations (aging service 
organizations and health care organizations) are included, allowing for comparisons between 
organizational types.  
 
Aim 2: 
Identify the type and level of external support provided to organizations implementing 
CDSMP by the two states and determine differences in perceived value of this support by 
type of organization. 
 
The external support provided in the two states from which organizations are selected 
will be probed. The key informants from the organizations will provide their perspectives on the 
type of support and the value of this support. The states’ key informants will provide their 
perspectives on the support that they offered (e.g., type, duration) and how this may have been 
utilized differently by the aging service organizations and health care organizations. 
 
Aim 3: 
Assess the utility of the methods for studying the post-adoption implementation process for 
CDSMP. 
 
The set of factors chosen in this examination and the method to have key informants 
weight the direction of each factor is consistent with the methods used in the Consolidated 
Framework for Implementation Research (CFIR). The utility of this method will depend on 
whether it was sensitive enough to highlight differences between the two organizational types. 
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Quantitative Methods and Data Sources 
The quantitative data source included: (1) the national dataset on CDSMP program 
statistics which is maintained by the National Council on Aging (NCOA) under contract with the 
U.S. Administration for Community Living, and (2) results from an electronic survey of the 
organizations conducted by the investigator. These data sources were used to identify the states 
and confirm the selection of organizations from those states that met the definition of 
“implementation success” for this program. 
ARRA Dataset 
The dataset used for this study contains data on over 5,000 organizations in 45 states and 
2 regions. Data are from reports provided by the organizations that participated in a two-year 
funding initiative under the American Reinvestment and Recovery Act (ARRA). This initiative 
supported CDSMP implementation from 2010 to 2012. The database contains a typology of 
organizations with fourteen different codes. Each organization self-selects the code/type that 
most closely matches its identity. There are similarities between some of the organization 
types—for example, “senior centers” “area agencies on aging,” and “multipurpose social service 
organizations” often provide educational and wellness programs for seniors. The CDSMP ARRA 
data set includes: name of organization by state, number of CDSMP workshops held, number of 
participants who started and completed the workshops, and number of delivery settings (sites) 
where the workshops were held.  
The investigator reviewed the types of organizations that implemented the program and 
discussed this typology with a program manager from the National Council on Aging in order to 
collapse the categories contained in the database in a reasonable way to allow similar 
organizations to be grouped together.  This resulted in two groups of organizations for study. 
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One group, “Aging Service Organizations” included organizations with a primary identity and 
focus on aging services and social services for older adults. The other group, “Health Care 
Organizations” included organizations with a primary identity and focus as a provider of health 
care or public health services. The study groupings are shown in Table 5.  
Table 5. CDSMP Implementing Organizations and Study Groupings  
 
Aging Services Organizations 
(“ASOs”) 
Health care organizations 
(“HCOs”) 
Additional Categories 
(Not included) 
1. Senior Center 
2. Multipurpose Social Services 
Organization (with aging 
focus) 
3. Area Agency on Aging 
 
4. Health Care 
Organization including 
hospitals and clinics as 
well as health plans 
5. Public health department 
 
6. Educational Institution 
7. Workplace 
8. Library 
9. Recreational Organization 
10. Residential facility 
11. Faith-based Organization 
12. Tribal Center 
13. Other 
14. Unknown 
 
 
A precursor to the ARRA grant initiative (which funded CDSMP implementation in 45 
states and 2 territories), was the Evidence-based “healthy aging” initiative (2006-2007) which 
also provided funding for CDSMP implementation and for other evidence-based health 
promotion and disability prevention programs—but to fewer states. The investigator was 
interested in selecting states that had the longest history of supported (funded) implementation of 
the CDSMP, and was therefore interested in states that had participated in both funding 
initiatives. These states were identified by the program manager at the National Council on 
Aging and provided to the principal investigator for narrowing the study sample.  
There were 24 states that participated in both the EB and the ARRA grants: Arizona, 
Arkansas, California, Colorado, Connecticut, Florida, Hawaii, Idaho, Illinois, Iowa, Maine, 
Maryland, Massachusetts, Michigan, Minnesota, New Jersey, New York, North Carolina, Ohio, 
Oklahoma, Oregon, South Carolina, Texas, and Wisconsin. State-specific data from the ARRA 
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data set were then reviewed to determine which states had a good mix (at least 6 of each type) of 
aging service organizations and health care organizations that participated in CDSMP 
implementation from 2010-2012. Seventeen states had less than six health care organizations that 
implemented CDSMP in this timeframe were therefore excluded (Arkansas, Connecticut, 
Hawaii, Idaho, Illinois, Iowa, Maine, Maryland, Michigan, Minnesota, New York, North 
Carolina, Ohio, Oklahoma, South Carolina, Texas, and Wisconsin). 
The 7 remaining states with at least six health care organizations and six aging service 
organizations implementing CDSMP were: Arizona, California, Colorado, Florida, 
Massachusetts, New Jersey, and Oregon. Further discussions with the program manager from the 
National Council on Aging as well as other national experts to narrow the focus led to three 
states as candidates for selection: Colorado, New Jersey, and Oregon.  
 
Inclusion criteria for “Effective Implementation”  
 
To be selected, the state needed to have enough organizations of the two types (aging 
services organization or health care organization) in the ARRA database that met criteria for 
effective or “high success” implementers. Organizational data on the level of completion rate and 
on the number of workshops offered, as well as review of the organizations’ websites determined 
organizations that met these criteria:   
 The organization offered at least four workshops within the 2 years of the ARRA 
initiative (2010-2012) 
 The organization had at least 65% of participants enrolled complete the workshop 
 The organization continues to offer CDSMP workshops in 2013 
 
The principal investigator reviewed the ARRA data set for Colorado, New Jersey and 
Oregon (the three target states that met inclusion criteria) to determine if there were at least 4 
ASOs and 4 HCOs that met the effective implementation criteria. 
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Colorado – Sufficient pool of organizations 
The ARRA grant data set for Colorado indicated that there were a total of 36 organizations that 
participated, offering a total of 142 CDSMP workshops from 2010-2012. There were 1,448 
participants who started the workshop series and 1,042 who completed the series, for an overall 
completion rate of 72%. Of these 36 organizations, 3 were Area Agencies on Aging, and 10 were 
multi-purpose or other type of social service organizations focused on aging for a total of 13 
ASOs. There were 11 health care organizations. Based on a review of number of workshops 
conducted in the two-year timeframe (must have conducted at least four workshops in total, and 
the completion rate of 65% or greater), 4 ASOs and 5 HCOs met the “effective implementation” 
selection criteria. Therefore there were a sufficient number of organizations in the pool to 
consider Colorado for selection in this study and it was included. 
New Jersey –Sufficient pool of organizations 
The ARRA grant data set for New Jersey indicated that there were a total of 57 organizations 
that participated, offering a total of 401 CDSMP workshops from 2010-2012. There were 4,475 
participants who started the workshop series and 3,398 who completed the series, for an overall 
completion rate of 76%. Of these 57 organizations, 6 were Area Agencies on Aging, and 20 were 
multi-purpose social service organizations focusing on aging services for a total of 26 ASOs. 
There were 16 health care organizations or “other” organizations that were health centers. Based 
on a review of the ARRA data, 16 ASOs and 11 HCOs met the “effective implementation” 
criteria. Therefore there were a sufficient number of organizations in the pool to consider New 
Jersey for selection and it was included. 
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Oregon – Insufficient pool of organizations 
The ARRA grant data set for Oregon indicated that there were a total of 25 organizations that 
participated, offering a total of 310 CDSMP workshops from 2010-2012. There were 3,193 
participants who started the workshop series and 1,907 who completed the series, for an overall 
completion rate of 60%. Of these 25 organizations, 5 were Area Agencies on Aging, and 3 were 
multi-purpose social service organizations (for a total of 8 ASOs), 10 were health care 
organizations. One of the ASOs and 2 of the HCOs met the “effective implementation” selection 
criteria. Thus, Oregon did not have a sufficient pool of organizations meeting the selection 
criteria to be considered for this study and it was not included. 
Electronic Survey 
Each organization selected was asked to complete a brief electronic survey (using Survey 
Monkey®) to provide basic information about their CDSMP implementation (when began, who 
coordinated) and to confirm fidelity to the program protocol. Program fidelity was defined as 
having at least 2 workshop instructors, offering all six sessions in the order required, and 
following the script and workshop materials as directed by the protocol. Organizations’ self-
report regarding fidelity was accepted as meeting this criterion. 
 
Qualitative Methods and Data Sources 
The qualitative data came from key informant interviews. Interviews probed the type and 
nature of states’ external support (state informants) and the organizations’ implementation 
experiences on seven internal factors and one program factor (organizational informants).  
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Key Informants 
There were two types of key informant participants of interest: (1) State representatives 
who were the responsible managers for the CDSMP in their state, and (2) organizational 
representatives who were the managers of the CDSMP within the implementing organization. 
Two semi-structured interview protocols were designed by the investigator. The protocols had a 
mix of items, including Likert-scale adjectival response options followed by an open-ended 
question. The organizational protocol probed each of the implementation factors under 
examination, and the challenges and strategies the organization experienced during 
implementation. The adjectival response options were weighted from -2 to +2. 
Potential subjects for key informant interviews were contacted by email to confirm their 
willingness to participate. A cover letter describing the study, the complete set of interview 
questions, and a copy of the informed consent form were sent electronically to each confirmed 
participant at least a week prior to the scheduled interview. The purpose of the study and all 
study procedures were described. At the beginning of the interview subjects were reminded 
about the purpose for the study and that it was voluntary. The study was reviewed by the 
University of North Carolina Institutional Review Board and determined to be exempt, however 
subjects understood that it was under the review of a dissertation committee through the Health 
Policy and Management department of the UNC Gillings School of Global Public Health as part 
of the investigator’s doctoral requirements. Subjects agreed to participate (both verbally and 
through email communication). Each interview was recorded and a complete transcript was 
created.  
The key informants responsible for CDSMP within the two selected states were identified 
by the National Council on Aging program manager, and then confirmed through a review of the 
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states’ websites--which listed the main contact person for the CDSMP20.  The state 
representatives were asked to review a list of CDSMP implementing organizations in their state 
that met the investigator’s criteria for success/effectiveness. The investigator had generated this 
list based on a review of ARRA data. The state representatives reviewed this list and verified 
those organizations on the list that were still offering the CDSMP. The investigator then selected 
eight organizations to contact, and the state representatives contacted these organizations (4 per 
state) to inform them about the study and invite them to participate. 
State key informants were interviewed first. This allowed the investigator to ask 
questions about the external context in which the implementing organizations had been 
operating. It provided a picture of the state’s activities in fostering CDSMP from the state’s own 
perspective, prior to hearing from the organizations about their implementation journeys. There 
were 12 items in the state interview protocol, with sub-parts to some of the questions 
(Appendix). Two individuals from State 1 participated in a telephone conference call interview 
and one individual from State 2 participated in a telephone interview. Each interview took about 
an hour to conduct. Three factors were probed in the state representative interviews:  
1. Drivers promoting CDSMP implementation in their state 
2. Type and level of assistance provided to implementing organizations in their state 
3. Peer support & communication – whether and how this was fostered within the state 
 
Organizational key informants were interviewed after the state interviews. In all cases, 
there was only one person interviewed for each organization. This individual was the manager or 
coordinator of the CDSMP for his/her organization. The interview protocol had 24 items, some 
with sub-parts to specific questions including follow-up probes (Appendix).  The key informant 
                                                          
20
 Each state’s websites were reviewed to locate information about CDSMP and program sites. See Appendix for 
more information. 
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was asked about challenges, strategies, and advice to others implementing CDSMP as well as 
implementation factors. 
Analysis 
Analysis was conducted one state at a time. The state interview transcript and the state 
website were reviewed. The state key informant interview narrative comments were categorized 
based on the following: 
1. TYPE OF STATE SUPPORT PROVIDED (response options given) 
2. EARLY ADOPTION/DRIVERS 
3. IMPLEMENTATION JOURNEY WITHIN THE STATE 
4. OBSERVED DIFFERENCES BETWEEN ASOs and HCOs 
5. BARRIERS 
6. OTHER SOURCES OF EXTERNAL SUPPORT 
 
Data from each state interview was entered into an Excel spreadsheet. The “yes” or “no” 
response options for each type of external support provided were graphed. This provided an 
overall picture of support from the perspective of the key informant responsible for CDSMP 
within their state.  
The organizational transcripts were reviewed. An Excel spreadsheet was created with one 
row corresponding to each organization. The factor adjectival responses given by each informant 
was converted to the weight from -2 to +2. Then the scores were graphed for each organization. 
This graph provided a quick visual of the direction (positive or negative) for each factor and how 
strong of a response had been given for that factor.  
The narrative responses for each organization were reviewed. Each narrative text unit 
was categorized under one of the following 12 categories (next page). In some cases the text unit 
addressed two of the categories and was included under both. All of the narrative responses fit 
within these categories. 
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1. WILL/DRIVERS 
2. PROGRAM VALUE 
3. PROGRAM FIT  
4. INTERNAL RESOURCES/CAPABILITY 
5. DEMAND/RECRUITMENT 
6. PRIOR EB EXPERIENCE 
7. COST/RESOURCES TO IMPLEMENT 
8. EXTERNAL TECHNICAL SUPPORT – Particularly State support 
9. PEER SUPPORT & COLLABORATION  
10. PROGRAM REQUIREMENTS – PROTOCOL & FIDELITY  
11. CHALLENGES 
12. STRATEGIES & ADVICE 
 
The factor called “External Technical Support” had several sub-parts within the 
organizational key informant interview. The organizational responses to these sub-questions 
were reviewed and coded with 1=yes (that type of support had been provided) or 0=no (that type 
of support had not been provided). The informant was then asked how helpful the state and other 
external support had been. The organizational key informant selected among adjectival responses 
and a score (from -2 to +2 which corresponded to the adjectives given) in order to rate the type 
and helpfulness of the external support provided. 
All of the comments were then combined into one document with the identifier for each 
narrative text unit retained so that the investigator could still trace the source for each text unit. 
The comments were organized by category. Specific key words or ideas (related to important 
concepts in CDSMP implementation) emerged that were used by many of the organizations, such 
as “champion,” “leadership or leader,” and “evidence-based” or “tested.” These words were 
noted in a memo. The most salient themes (across all organizations), based on frequency of 
appearance and on intensity of the responses were noted.  
The four ASOs were grouped together. The same was done for the HCOs. Similarities 
between the ASOs and between the HCOs were noted through creating memos. This was guided 
first by a review of the factor weights and then by a review of the narrative comments which 
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included examples illustrating the informant’s point of view. The analysis of similarities between 
ASOs was written in memo form, by factor. The same was done for the HCOs. Then the ASO 
group findings were compared to the HCO group findings to see where there were common 
themes or differences. These were noted via a memo as well. Illustrative quotes were selected for 
each program factor. 
The 8 organizational transcripts were then grouped by state. The New Jersey 
organizational responses to the questions about external support were compared. The same was 
done for the Colorado organizations. Memos were written to capture how the perspectives of the 
implementing organizations compared.  
Summary 
 The mixed methods study design chosen used quantitative data to select two target states 
and four organizations from each state that had demonstrated implementation success based on 
workshop volume and completion rate. The data set also allowed for categorization by type of 
organization—aging services or health care. Qualitative data from key informant interviews of 
both state representatives and organizational representatives provided the majority of the 
information for analysis. Research questions for this study focused on examining a set of 
internal, external, and program factors that may have influenced implementation success among 
the 8 organizations. The key informant interview protocol was crafted to have respondents rank 
the direction and strength of each of the factors probed. The approach was based on study design 
and methods offered by the Consolidated Framework for Implementation Research.  
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CHAPTER 4: Results 
Introduction 
This chapter presents the findings from the quantitative data review and the qualitative 
informational interviews. Data about the number and type of organizations that implemented 
CDSMP in the two states, and the selection and categorization of organizations are shown. The 
state representatives described how they, as external agents, supported implementation efforts 
during the target time period. The responses from the eight implementing organizations are 
examined for commonalities and differences. The ASOs and HCOs are compared in terms of 
how the informants rated each implementation factor queried and how they described their 
strategies for addressing challenges or fostering success.  
 
Selection Results – States, Organizations 
Two states (Colorado and New Jersey) were chosen for selection of effective CDSMP 
implementing organizations. These two states offered a pool of 20 aging service organizations 
and 16 health care organizations from which to choose. The state key informants reviewed the 
list of organizations for their respective state and identified those organizations that were no 
longer offering the program in 2013 or where the manager in charge of the program was new. 
The state representatives were familiar with each of the organizations on the list of effective 
implementers. They also knew which managers had been operating the program for their 
organizations from inception. Therefore, the state representatives were very helpful in 
identifying the organizations where the CDSMP manager would be likely to have institutional 
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memory about the factors that drove adoption and the implementation process. The investigator 
then selected 8 organizations from the pool of organizations that had a manager with this 
institutional memory. The state representatives contacted these 8 organizations (4 per state) to 
inform them about the study. All of the organizational representatives contacted by the 
investigator agreed to participate (Table 6).  
Table 6. Organizational Pool, by state and # participating 
    
State # Meeting 
Implementation 
Effectiveness Criteria 
# Invited to 
Participate 
# Included in the 
Study 
(none declined) 
Colorado ASO HCO ASO HCO ASO HCO 
4 5 2 2 2 2 
New Jersey ASO HCO ASO HCO ASO HCO 
16 11 2 2 2 2 
Total  20 16 4 4 4 4  
 
The eight organizations selected were coded as ASOs or HCOs and each was given an 
alpha identifier. The ASOs included three Area Agencies on Aging and one senior service 
organization. The HCOs included three health system organizations and one clinic services 
organization affiliated with a medical center. 
The organizations’ CDSMP implementation information from the ARRA data set is 
provided below. 
Table 7. CDSMP output data, by organization and state 
State 1 ASO HCO 
“A” – 21 workshops, 70% 
completion rate 
“C” – 17 workshops, 77% 
completion rate 
“B” – 6 workshops, 78% 
completion rate 
“D” 12 workshops, 69% 
completion rate 
State 2 ASO HCO 
“E” – 11 workshops, 75% 
completion rate 
“G” – 11 workshops, 75% 
completion rate 
“F” – 7 workshops, 66% 
completion rate 
“H” – 5 workshops, 77% 
completion rate 
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Each organizational representative was asked to complete a brief electronic survey to: 
identify the year when CDSMP began, confirm that the organization met the effectiveness 
criteria, inquire about program fidelity, and collect brief information about the organization’s 
funding and staffing for CDSMP. Program fidelity was defined as having at least 2 workshop 
instructors, offering all six sessions in the order required, and following the script and workshop 
materials as directed by the protocol. The results from the electronic survey showed that most of 
the 8 organizations (6 or 75%) had begun offering CDSMP between 2006 and 2009 (one began 
before 2006 and one started in 2010). All of the organizations had offered at least 4 CDSMP 
workshops in the last 2 years, and all of them had at least a 60% completion rate. In addition, all 
of the organizations reported that they followed the program with fidelity—one organization also 
mentioned that they monitored fidelity by including a Master Trainer to observe the workshop 
and be ready to fill in should one of the two instructors become unable to facilitate the session. 
Thus the electronic survey confirmed these 8 organizations as meeting the criteria for 
inclusion—they represented a group of successful implementers with extensive experience.  
The electronic survey included a question about licensure and about funding. Half of the 
organizations maintained their own license through Stanford University and half operated under 
another license-holder (indicating that there would be oversight of that organization’s 
implementation and of fidelity monitoring).  
Table 8. CDSMP License Ownership status among selected organizations  
Question: Does your organization have its own license with Stanford University to offer CDSMP or 
does it offer the workshops through another organization’s license? 
 
  
Response 
Percent 
Response 
Count 
Yes, it has its own license from Stanford 
 
50.0% 4 
No, we operate under another license-holder 
 
50.0% 4 
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For three of the New Jersey organizations, the license holder under which they operated was the 
State of New Jersey Department of Human Services. One of the Colorado organizations operated 
under the license of a nonprofit technical support organization. 
With regard to funding support, most (5 out of 8) said that CDSMP was supported 
primarily through grant funding. One organization said that they had no external funding, the 
other said that grants fund 50% of the salary time dedicated to CDSMP. Another organization 
said they received county government funds. Funding was explored in more depth through key 
informant interviews. 
States’ Profiles and Perspectives 
The relevant state office in New Jersey where coordination of CDSMP is housed is the 
New Jersey Department of Human Services, Division of Aging Services (Education and 
Wellness Unit). In Colorado, this is the Colorado Department of Public Health and Environment 
(Self-Management Services Unit). The lead contact(s) from each of these units responsible for 
CDSMP coordination in their respective states participated in key informant interviews in May, 
2013.  
New Jersey had two representatives who participated in the key informant interview—
one who was the director of the unit and the other who was the program coordinator and had 
been so for three years. These informants said that the Office of Minority and Cultural Health, 
the Department of Public Health (Prevention and Control Unit) and the Office of Rural Health 
were also working collaboratively with the Division of Aging Services. The State of New Jersey 
key informants said that the CDSM program began in 2006 with one Master Trainer. The State’s 
support began through providing “mini-grants” to local aging services agencies through a 
competitive grant application process (generally $10,000 to $25,000). The State tapped into the 
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existing network of Area Agencies on Aging to launch the program statewide—although not 
every county AAA participated. The primary support provided to implementing organizations 
were the start-up grants and Master training sessions. The State did not offer a multi-
organizational license—each agency had to use some of the grant money to purchase its own 
license through Stanford University. The State also separately contracted with a consultant to 
identify data elements for tracking and monitoring the program. Each funded organization was 
required to submit data to the State office. The State used CDSMP material that had been 
translated into several languages, such as Spanish, French Creole, Mandarin, Chinese, and 
Vietnamese. Promotional materials were developed and translated in these languages with 
adaptation of the messages to address unique cultural characteristics and values. In 2010, the 
State adopted a name for CDSMP to be used consistently statewide—“Take Control of Your 
Health” was the name chosen and branded. The State did not create a peer collaborative network 
of CDSMP implementing organizations. Some of these did emerge organically.  
In terms ongoing state support (as of May 2013), the New Jersey Division of Aging 
Services continues to provide peer leader training sessions, provides fidelity monitoring tools 
and checklists to Master Trainers who are responsible for fidelity monitoring and overseeing the 
work of the peer leaders. These materials are on the State’s website. The division also conducts 
telephone check-in calls and periodic in-person group meetings of the Master Trainers, and 
writes a newsletter that is distributed to Master Trainers. The Office of Minority and Cultural 
Health has gone out to monitor implementing organizations that are under their jurisdiction (i.e., 
are not AAAs). There are between 45-50 organizations (estimate) actively offering the program 
within the State of New Jersey, of which about 30 receive funding through Title III-D (Older 
American Act) distributed through the Area Agencies on Aging. 
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There was one key informant interviewed from the State of Colorado. This person was 
the program coordinator and had been so since 2007 when the state initiated its support for 
CDSMP (however, this representative said that she was in the process of transitioning the duties 
from Public Health to a new employee within the State Unit on Aging). Though the State Unit on 
Aging and the Department of Public Health and Environment had always collaborated to support 
adoption of CDSMP, the Department of Public Health and Environment had been the lead in 
pursuing first private foundation funding (to offer Master Training in the state), and then federal 
funding through the evidence-based health promotion and disease prevention initiatives.  
The representative explained that Colorado has an interesting history with this program. 
CDSMP had been offered through a large staff-model health care plan (Kaiser-Permanente) for 
many years prior to the availability of federally-funded evidence-based program initiatives. 
Kaiser had staff trained as Master Trainers who then trained state staff members. When federal 
funding became available, the State of Colorado contracted with two agencies—the Consortium 
for Older Adult Wellness (COAW) and the Central Colorado Area Health Education Center 
(CCAHEC).  These agencies helped to identify organizations to serve as early adopters of the 
program. Colorado reached out to organizations that had already been doing evidence-based 
programs. These organizations had prior experience (with other EB programs) and had 
successful track records. The organizations were invited to submit a grant request. As the 
funding grew, the State was able to expand the invitation to other organizations without 
experience. The State worked to create a common name and brand for CDSMP and assisted with 
building public awareness through marketing materials—although the program was and is 
offered under different names within the state. The State of Colorado purposefully fostered a 
CDSMP collaborative peer network and developed a statewide fidelity policy that utilizes this 
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peer network. The State followed the parameters for fidelity monitoring issued by Stanford 
University but added additional requirements around information sharing and peer-to-peer onsite 
monitoring of workshop leaders. The State of Colorado did not become a multi-site license 
holder—but asked agencies to obtain their own licenses. 
At the time of this interview (May 2013) the State of Colorado was providing some 
funding support to a contracted agency to support the training, peer network activities and to 
maintain a centralized process and set of records for fidelity monitoring. There are currently 16 
license-holding agencies in the state and over 200 organizations (estimated) providing CDSMP. 
The Office of Indian Affairs is another state agency working closely with the DOPH and the 
State Unit on Aging. This Office works with tribes as they implement CDSMP in various regions 
of the state.  In addition, the state’s Medicaid agency is involved. The Medicaid agency is 
looking retrospectively at Medicaid beneficiary data to determine if there are observed effects 
due to participation in CDSMP. 
When considering the issues of implementation for CDSMP, the differences between 
types of organizations implementing, and the role of the state, these state representatives shared 
the following: 
On Implementation: 
I think that an across-the-board issue in implementation is staff turnover and agency 
redirection as a result . . .[including] coordinators, Master Trainers, and senior 
leadership. There can be changes in a short time period such as one organization that 
had committed to community health and this program for years. Senior leadership 
changed and almost overnight they left CDSMP. Any time [senior] management changes 
there is a question—will they see the value? 
 
There is a very high investment upfront to become a CDSMP provider organization – 
heavy staff or volunteer training and certification, etc. Aging services organizations that 
tend to use volunteers have to find folks who are best matched with this kind of 
program. They have an interview process and ask very specific questions to be sure they 
are a good fit to serve as a workshop peer leader. That is also an ongoing issue—keeping 
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the volunteers certified and active. They have many reasons why they might drop out 
including their own health issues. 
 
The agencies that I’ve seen that are the most successful have strong administrative buy-
in. They have funded a coordinator; designated a part-time staff member. The blend of 
employee (staff) and volunteer peer leaders has been the best mix. The staff provides the 
anchor to the agency and the volunteers provide the representation of the community 
the agency is trying to serve. Also the volunteer peer leaders are some of the best 
marketers—they have often come from previous participants (“graduates”).  
 
One thing I’ve seen is if the organization doesn’t truly have the buy-in of the higher level 
administration, it will struggle when the funding ends. Grants are good for start-up, but 
a sustainability plan is needed. 
 
On Differences between Organizations: 
 
In the health care organizations, the workshop leaders tend to be staff. Within the aging 
services organizations, it tends to be volunteers. The health care organizations are 
starting to see the value—they have more ready access to the patient, can market the 
program more actively, using their nurse health educators and doctors and get 
individuals to enroll/register. The aging services organizations have to work hard to get 
people to come to the workshops. Recruitment is definitely an issue.  
 
Embedding this in larger organizations seems easier. The smaller entities have more 
barriers. I see more larger systems adopting, implementing, embedding . . . It is easier 
for health care organizations—they are bigger with more resources such as wellness 
departments; [CDSMP] lines up with what they are already doing. Some of the small 
services organizations have adopted for the grant money—without long term 
commitment or ability to sustain. They are turning into host sites, not license holders.   
 
The aging services organizations have struggled to fill classes. They can’t recruit from 
their normal channels. Also once they have offered this for 2 to 3 years, they’ve depleted 
the “low-hanging fruit” of people who were more likely to respond to a flier. People with 
chronic conditions don’t self-identify as needing this. We get a small number of people 
who have decided on their own to come. In most cases someone of authority [such as a 
doctor] has recommended they attend. However the aging services organizations can’t 
get the doctor’s attention.  
 
On the State’s Role: 
We have limited our role to convening, policy, partnership, and funding support.  
 
Our role is to foster communication (e.g., monthly newsletter), some training, and 
fidelity monitoring of Master Trainers. 
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Profile of Organizational Key Informants 
There were eight organizational key informants (1 per organization) who participated in 
the key informant interviews between June and August, 2013. All were managers or coordinators 
within their departments or other organizational units. All indicated that they were CDSMP 
Master Trainers—a designation that means they are able to train other workshop leaders. All said 
that they handle the administrative aspects of the program for their organization and periodically 
conduct CDSMP workshops themselves (a requirement set by Stanford University to maintain 
certification status). All organizational representatives said that they had been involved in the 
implementation for CDSMP for their organization for at least three years. Seven of the eight also 
said that managing the CDSMP was part of their job description. Some informants had been 
hired specifically for CDSMP and related program coordination while others had been 
overseeing wellness programs or community health education for many years prior to the 
adoption of CDSMP.  
The number of workshops and the completion rate for the ASOs and the HCOs in this 
group of eight organizations were very similar. Key informants were asked how many CDSMP 
workshops were planned for 2013.  Three of the four ASOs and two of the four HCOs responded 
that they would be offering a similar number of workshops as in prior years. Some organizational 
informants said their organization would be offering fewer workshops in 2013 as compared to 
the previous two years. The reasons for this are explored in the discussion about challenges. 
Table 9 provides a summary of the CDSMP workshop data by type of organization and by state. 
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Table 9. Summary of  CDSMP Program Data, By Type of Organization and By State 
              (Total number of high success implementing orgs studied N=8) 
 
Grouping of 
Organizations  
ARRA Data 
 
Total Number 
of Workshops 
offered 2010-
2012 
ARRA Data 
 
Avg. 
Completion 
Rate,  
2010-2012 
Key informant 
data  
 
Expected # of 
Workshops in 
2013) 
Key informant 
data  
# of years 
organization has 
been offering 
CDSMP 
ASO “A”  State 1 21 workshops 70% 14    4 years 
ASO “B”  State 1 6 workshops 78%  3    7 years 
ASO “E”  State 2 11 workshops 75%  2  6 years 
ASO “F”  State 2 7 workshops 66%  6   6 years 
ASO Range & Avg 7 to 21 
workshops, total 
of 45 
Avg completion 
rate = 72% 
     
HCO “C”  State 1 17 workshops 77%  1 or 2  6 years 
HCO “D” State 1 12 workshops 69%  4  5 years 
HCO “G”  State 2 11 workshops 75%  8   10 years 
HCO “H” State 2 5 workshops 77%  5-6  4 years 
HCO Range & Avg 5 to 17 
workshops, total 
of 45 
Avg = 74% 
 
State 1  56 workshops Avg = 73%  
State 2  34 workshops Avg = 73%  
 
Case Analysis (Aim 1)  
Similarities Observed Across Organizational Types 
All eight organizational informants responded positively to the questions about the 
internal factors of Value of CDSMP and Program Fit with their organizations. Informants ranked 
the Value of CDSMP to their organization as having “extremely high value” (+2) or “high value” 
(+1). Comments about the value focused on the impact of the program on the participants. This 
included seeing the participants make progress on their personal health goals and maintaining a 
commitment to a healthier lifestyle. Respondents also discussed program value in terms of 
alignment with the future direction for the organization—many mentioned health care reform 
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and the growing awareness of the need to achieve better population health management, 
preventing disability or decline. 
ASO “A” 
This is an exciting, valuable program. Lives are changed because of it. 
 
ASO “B”  
This program is of extremely high value. It has proven results. It also attracts volunteers, 
and if we can get those seniors active in volunteering then it is worth it. I could share 
individual participant stories about the impact on the person as well.  
 
ASO “F” 
There is value; high value. It is an interesting time for AAAs—they have focused on 
prevention, elder justice, and information assistance. The future direction is prevention 
and management of chronic conditions. This is an undertaking, because this takes a lot 
of time.  
 
HCO “D” 
This has an extremely high value . . . this CDSMP creates a culture of loyalty to the 
organization. It allows the participants to become familiar with our facility. It introduces 
our fitness facility and they learn about the other programs. This can be a kick-off for the 
person about maintaining goals and making a commitment to their own health. There is 
also the benefit of socialization. 
 
HCO “G” 
CDSMP is of “high value” to the organization. I would like to move that eventually to 
“extremely high value.” As we go down the health care reform path, I think this kind of 
program will be even more valued. 
 
 
Figure 6 provides a side-by-side comparison across the 8 organizations on the 
informants’ ratings on the factor of “Value” of CDSMP to the organization. 
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All informants indicated that the CDSMP Program Fit with their organization was good. 
They said that CDSMP “fits extremely well” (+2) or “fits well” (+1). In discussing program fit, 
several informants mentioned the organizational mission statement and/or purpose for their unit 
or department. Personal activation (of patients/clients) around health goals and improving self-
care behavior was often discussed. This was present in both the aging services organizations and 
health care organizations.  
While informants said that the “fit” with the purpose of the organization was excellent, 
CDSMP was unusual compared to the organization’s other services. The structured protocol of 
CDSMP was what set this program apart from the organizations’ usual health education and 
wellness services.  
 
0
0.5
1
1.5
2
A-ASO B-ASO C-HCO D-HCO E-ASO F-ASO G-HCO H-HCO
Figure 6. "Value" Factor Ratings, by Organization 
           State 1             State 2 
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ASO “A” 
This program is a great fit—it fits extremely well. For example we offer nutrition and 
educational programs and exercise programs to promote healthier lifestyles and 
independent living through our senior centers and outreach and community services. 
However I would also say that (especially in the beginning)—in some ways it was new. It 
was outside the norm (the group workshop with a structured protocol) of what we 
typically did, how we typically provided education. 
 
ASO “E” 
The program fits well with the organization. This is because the core concept of CDSMP 
is one of promoting the individual’s self-management. It is going to help you maintain or 
improve your level of independence. When we started CDSMP was more unusual in 
terms of the other types of services and programs we had. We had never done a 
program like this. Back then a lot of the services and programs we did (before CDSMP) 
were more reactive—based on calls that came in or requests—we didn’t have a 
proactive self-management course before. Now it is much more in the norm of what we 
do and how we see ourselves; more prevention. 
 
HCO “D” 
This fits with us extremely well. We are not on the hospital campus, we are within a 
center for wellness and fitness. Our community education department is physically 
housed within that center. So CDSMP is a great fit with our programming and that 
wellness focus. It [CDSMP] is consistent with our mission to preserve and protect the 
health of the community.  
 
HCO” H” 
CDSMP is a very natural fit. As I said, we have a very high chronic condition rates in our 
patient population. This was a very natural fit for improving self-management. As a 
community health center, we offer health coaching. The coaches serve patients in the 
clinics—this is not a billable service. We also offer this to the community at large.  
 
 
Figure 7 provides a side-by-side comparison of the respondents’ ratings on “Fit” of 
CDSMP with their organizations. 
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Another factor that was described similarly across organizations was that of the ease of 
use of the CDSMP protocol and the requirements to implement the program. Informants ranked 
the ease of use of the protocol and implementation guidelines as either “very easy” (+2) or 
“somewhat easy” (+1). All informants mentioned the heavily scripted workshop sessions and the 
well-developed content of CDSMP as well as the training offered. This made adoption and 
implementation of the program straightforward. The materials and training as well as the 
protocol provided extensive guidance. This ease of use was noted by both experienced 
informants (e.g., community health educators who said they had used evidence-based protocols 
extensively) and by informants who said they had never used evidence-based protocols. Figure 8 
provides a side-by-side comparison across the eight organizations. 
 
ASO “A” 
Even though we had never done an evidence-based class, I would say the protocol was 
very easy to follow. The guidelines were very clear. We were starting at the beginning 
and they walked you through every session. 
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Figure 7 "Fit" Factor Ratings, by Organization 
          State 1                   State  2 
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ASO “B” 
I would say this is very easy. We were really able to jump right in and start doing this 
from day one, starting with the training. This is to give credit to both the state and my 
organization. I/we liked the scripted protocol and all of the guidance. This is better, 
especially when you are using volunteers. They want something clear to follow. It was 
helpful. 
 
ASO “E” 
I would say the protocol was very easy because of the partnership we had. When we first 
started we were under another license-holder’s license. Then we were under the central 
license of the state. Then we got our own license, which we still maintain. So when we 
were under another organization’s license, they provided us with technical support and 
trainings, and the manuals. That made it easy. 
 
HCO “D” 
I would say it was somewhat easy for us to follow the protocol. I often give lectures on 
topics and present information about the latest research. I have to do a lot of the 
homework. For this, knowing that it was evidence-based, we could just focus on the 
program and delivering it well. I did not have to worry over every bit of the content. 
 
HCO “H” 
This was somewhat easy in that it was scripted and heavily directed. We started out with 
2 facilitators. I was one. I do education every day and it is not scripted. There have been 
no problems with that. There is enough flexibility in the open conversation sections to 
have discussions. You can still respond and reflect.  
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Figure 8. Ease of Use of Protocol Ratings 
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Another similarity across the organizations was in the factor “Demand/Recruitment” that 
pertained to how difficult (how much effort it took) to recruit participants to the CDSMP 
workshops that their organizations’ offered.   
All but one of the organizational informants ranked the internal factor
21
 
Demand/Recruitment negatively in terms of the amount of effort it takes to fill the CDSMP 
workshops. Stanford sets a minimum number of participants (between 8 and 16) to meet the 
fidelity requirements for a class to be held. Seven of the eight organizational informants said that 
it took “very significant effort” (-2) or “significant effort” (-1) to fill the workshops. The one 
organizational informant that responded more positively provided additional detail through a 
follow-up probe. She indicated that it took “some effort” to fill the workshops. Six of the eight 
organizational representative said that they have had to cancel a class at some point in time due 
to insufficient registration. Informants described extensive efforts to market the program and 
educate adults about the benefits of the program. The four aging service organizations more 
often described their “sales” and “outreach” efforts—going to senior centers, retirement housing 
facilities, doctor’s offices—and putting up fliers, including information in newsletters, and 
networking with local social services agencies. The four health care organizations more often 
described their internal health system connections as sources of referrals, including physicians 
working in the health system and health coaches. 
ASO “A” 
Getting the workshops/classes filled is difficult—getting the number of participants we 
need to hold the class. We are challenged now. This year some classes were not filled 
and we had to cancel (we say “postpone”) the class . . . I feel this is something you have 
to sell to seniors/participants. They need it, but they don’t understand that—it has to be 
sold. What turns them off is the 6 weeks in a row. That is too much of a commitment for 
people when they don’t understand what they’re going to get out of it. 
                                                          
21
 While the Demand/Recruitment factor was categorized as an internal factor, it is also an external factor. That is to 
say that is successfully filling the workshops requires both internal capability to deploy a marketing/outreach 
strategy, as well as a receptive public or active referral source that may be external to the organization.  
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ASO “B” 
There is not natural demand for this program. It takes some significant sales and 
marketing effort to fill the workshops. We have to go out and find people willing to take 
this program. We developed a flier and I’ve had to change it several times. We have re-
focused the messages to “change your life and take control” We found some lovely real 
photos. We talk about “6 sessions to change your life.” We advertise that the book is 
included. We look everywhere for locations where there are people living right there, 
such as retirement housing—where there is a person there who will help us promote the 
CDSMP. We are working with the health department, clinics/doctors’ offices, through 
our other community health programs. I can’t say what’s most successful.  
Yes, we’ve had to cancel workshops for lack of participants. For example we cancelled 5 
workshops the year we had the grant (2 years ago). We targeted 8 for the year, tried for 
10 and did all of the upfront work and had to cancel 5 of them. So we ended up being 
paid for 5 workshops.  
 
ASO “F” 
There is not a natural demand for CDSMP; especially because of the 6-weeks in a row 
format. That’s hard in rural areas. If were a shorter commitment, maybe. The number of 
workshops we can do has gone down. We did about 16-20 workshops in the last 2 years, 
and this year we are planning 6. We were a mainstay in the programming for the last 
couple of years for CDSMP, but this is waning, as we’re all having trouble getting people 
to sign up/participate. 
 
HCO “G” 
I would say it takes some effort-I’ve got to put the time in. We have three target groups 
who are our customers: patients, the community at large, and physicians. These are 3 
distinct audiences. The physicians are now my buddies. They see the effect with their 
patients. They now say to their patients: “I want you to take this self-management 
class—X (person) will call you to schedule a time.” So it is a direct referral. 
 
HCO “H” 
It takes significant effort – marketing and recruitment to fill the workshops. We have 
found the best source of participants is through the health coaches. We have a system of 
referrals within the clinic. If a provider wants to refer he or she can click on the classes 
we are offering through our electronic system—then we get the referral and follow-up. 
 
A side-by-side comparison across the 8 organizations of ratings on the “Demand/Recruitment” 
factor is shown in Figure 9. 
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Examination of the remaining factors is shown by type of organization, as there were 
differences by type. 
Aging Services Organizations Factor Analysis 
Internal Factor: Will/Drivers - The four aging services organization informants discussed key 
drivers for CDSMP adoption as: 
 Mission and “philosophy” alignment of CDSMP with the purpose of the organization 
(encouraging individuals to feel empowered and take control of their health),  
 Internal champion for the program (most often the informant being interviewed or her 
immediate supervisor) who was attracted to the program because of the “evidence-based 
nature” and the availability of training, and 
 Federal funding which was most often available through the State office/unit on aging. 
 
ASO “A” 
This is perfectly aligned with our mission – keep the community healthy, keep seniors 
living as independently as possible. A key champion driver to adopt and implement this 
program was the Director of Community Services, who is a person who thinks outside of 
the box with a vision, and with interest in innovation and new opportunities. If anything, 
this has just grown in the last years. 
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ASO “B” 
We had a program champion in our organization—she served as an advocate. Really this 
is a perfect fit with our organization. All of our volunteers are 55 and older and this 
program is designed around the idea of peer leaders. That fit perfectly. Also we were 
already doing other health programming. It’s a perfect fit. These classes are a good way 
to recruit new volunteers as well as increasing their capabilities. Also the relationship we 
had with the State office—we had already been a pioneer on healthy aging programs . . .  
So they were a driver. No question that this was a very strong force. My boss was 
working closely with the State. 
With regard to how that has changed, I don’t believe those factors have changed at all. 
What is a problem with ongoing implementation is recruitment of participants.  
 
ASO “E” 
In our organization we acknowledge the importance of prevention. We have a 
philosophy that goes in that direction. We encourage people to take control of their own 
health. It is a philosophy of self-empowerment. Our Agency’s mission is aligned with 
keeping people as self-managing as long as possible (which is the focus of the CDSMP).  
Funding was an incentive too—a grant came through the federal government. With 
regard to how strong these factors were, I would say they were strong. 
 
ASO “F” 
I was the champion for the program and then I influenced others. I think the evidence-
based nature and availability of the training was what attracted me to CDSMP. There 
was an organization providing technical support. . . I talked to my supervisor about it. 
She was for it. I also talked to the senior center directors in the county—they didn’t want 
to do it because they saw this as a volunteer-dependent program that if they invest in 
training for those volunteers and then they quit, there is no program. The senior centers 
had their own wellness activities. Now they have come around and are training their 
staffs and volunteers and we take the administrative burden and licensing off of their 
hands. So we are both a provider of CDSMP and we help with dissemination. 
 
Internal Factor: Internal Capability & Evidence-Based Experience – Three of the four ASO 
informants said that they had good internal capability (including staff experienced in group 
health education and in working with older adults as well as experienced volunteers), although 
three organizations also said that this was their first experience with implementing an evidence-
based program. Despite this inexperience, the informants said that using the CDSMP protocol 
was very or somewhat easy. This is likely due to the extensive translation work done by Stanford 
researchers to ready the protocol for many types of settings and for use by volunteer workshop 
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leaders. This also speaks to the development of training sessions (30+ hours of in-person training 
and practice) which were designed for individuals with no health education experience. 
ASO “A” 
This was the first evidence-based class we had ever done. We had no experience with 
evidence-based protocols. 
 
ASO “B” 
We had experience with a state program that was evidence-based--several years’ 
experience with that. So we were somewhat experienced. 
 
ASO “E” 
Following an evidence-based protocol was new to us. We helped each other. There was a 
lot of training; very in-depth. There was a very scripted Leader’s Manual. That kind of 
scripted, tightly controlled protocol was new to us. So we had no experience with EB. 
 
ASO “F” 
We had no experience with EB programs. This was the first one we offered. 
 
All of the ASOs had recruited and trained volunteers to facilitate the CDSMP workshops in 
addition to having one or more staff (paid) members trained. Having trained volunteers 
represented both an advantage and a challenge for organizations. It extended the organization’s 
ability to offer the CDSMP workshop more frequently, but also added to the manager’s workload 
to find, train, and keep volunteers active (each leader must facilitate at least one workshop 
annually to maintain their certification). This need was further complicated by the difficulty with 
recruiting enough participants  for each workshop offering—Stanford requires that there be at 
least eight “completers” by the end of each workshop to maintain fidelity. Too few workshops 
and the volunteers and staff members would have to go through re-certification. Too many and 
the classes would not be filled. This created tension between building internal capacity and 
maintaining program fidelity. 
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Internal Factor: Resources Required for Implementation – There was no consistency among the 
ASOs with regard to their responses on the level of resources needed to implement CDSMP. 
Responses included: “very high level” (1), “somewhat low level” (2), and “neutral” (1).  
Resources described by the informants included time and money for: marketing material 
development, peer leader (volunteer) recruitment, and staff time to handle logistics. 
ASO “A” 
I would say that very high level of resources was needed to implement CDSMP. The 
reason I say that is because of all of the components that go into this class. There are 
books, CDs, so many forms, clerical staff time, brochures, websites, we needed graphic 
arts and other consultant marketing; we created posters, PowerPoint presentations—all 
created at a professional level. There is a lot of resources and energy needed to make 
this work, I feel. 
 
ASO “B” 
We had quite a few resources available already when we started. Money was easier 
because we had the grant. I would say that a “somewhat low” level of resources was 
needed. The grants are now tied to getting a certain number of classes done in a certain 
timeframe and graduating a certain number of people. This was hard—to get sufficient 
number of participants. We now use internal funding and I put some money in my 
budget for CDSMP resources. 
 
ASO “E” 
I would say that a” somewhat low level of resources” was needed to implement CDSMP. 
I say this because CDSMP was part of my job description and I could use my staff time for 
this. Money had been set aside within the Agency for health promotion programs. We 
also had internal support from other departments within the Agency. So that was 
helpful. In that way we had the resources we needed. 
 
ASO “F” 
I would say “neutral” in terms of resources. We started out with just myself and the 
college student. Peer leaders were difficult to get. A lot of what we had were volunteers 
of all ages—this attracts a wide variety of people. We kind of veered away from the peer 
leader model in the beginning, relied more on staff. We have 8 peer leaders right now.  
You do need to have a structure to this—to do the planning, logistics, that kind of 
thing—you need a person to oversee that. We made it a full-time job eventually. We did 
8-10 workshops a few—doing a few less now. We started out with quarterly trainings. 
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External Factor: Funding
22
 – Three of the four ASOs had partial funding of their CDSMP 
through Older American Act Title III-D funds. This funding did not cover all of the costs of 
providing the program. Donations and small fees as well as supplemental state grant funds were 
other sources of revenue to cover costs. One organization was covering the costs entirely out of 
their core operational budget—which also relies heavily on grants. 
ASO “A” 
With regard to funding, our first grant was through the State. Now we rely on Title III OAA 
program funds. At the current time that is our funding source. We also accept sponsorship and 
donations if an organization or individual wants to offer that, but we do not require fees of the 
participants.  
 
ASO “B” 
We had grant funding for about 3 years for CDSMP through the state. Then in year 4 we worked 
under another grant. Last year we had no funding from the state or anyone. We now fund 
CDSMP through our core operational funding.  
 
ASO “E” 
Regarding funding, some of the funding we use is federal dollars and some is state dollars. I can 
only use the federal funding to pay for my time if the workshop is actually going on—through 
Title III-D money. If I have to take hours for training, logistics, etc, that has to be paid out of state 
dollars. We get funding through the federal agency only when we complete a workshop. So we 
have to carry the costs until that is complete. The program is not self-sustaining and not likely to 
ever be.  
 
ASO “F” 
CDSMP is paid through Title III-D Older American Act funds. We pay our coordinator out of 
county funds, though. Because it is OAA, you are required to ask for donations—people do put 
money in to help pay for the program direct costs.  It’s been relatively inexpensive for the direct 
costs to implement, because we’ve been getting free books and CDs and have been using 
volunteers more.  
 
Table 10. ASO Funding Sources 
Grouping of 
Organizations (Cases) 
 
Current primary funding source 
ASO “A”  State 1 Title III-D funds through OAA 
ASO “B”  State 1 Core funding by the organization with supplemental federal volunteer 
program grant dollars 
ASO “E”  State 2 Title III-D funds through OAA with supplemental state grant dollars 
ASO “F”  State 2 Title III-D funds through OAA with staff paid through county funds 
                                                          
22
 Funding is another factor that could be either internal or external, depending on how the organization has set up 
their own expectations for the CDSMP—as either a core service supported by the general operating budget or as a 
service with its own funding stream, such as grants, fess, or other sources. 
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External Factor: Peer Support & Collaboration – There was no consistency in responses among 
the four ASOs with regard to the level of peer support and collaboration.  Two organizational 
informants (from different states) said that peer support was extensive; one informant said it was 
modest, and the fourth said it was minimal.  
ASO “A” 
We’ve had a great deal of peer support and collaboration. There are two organizations 
that have Title III-D grants for CDSMP in this county. We work collaboratively to train 
leaders and we share marketing. The doctors are designating which patients are referred 
to the workshops. There is a newsletter that goes out quarterly and we send that to all 
participants . . . The peer networking in our county is enmeshed in the spirit of our 
region. Because we have such a high proportion of our population and such high 
numbers of seniors, there is a cooperative relationship between organizations that work 
together to address these needs. We have a coalition on health that started 7 or 8 years 
ago where we get together and share what we’re doing, and help each other and 
connect our services. That is a great asset. This was going on before CDSMP started. 
 
ASO “B” 
We have had modest peer collaboration. We do outreach as best we can and we train 
other organizations’ staffs and volunteers to serve as workshop leaders. Though these 
organizations also offer workshops – I don’t mind doing the training for “my 
competition” as it is really improving the resource capability for the community. Even if 
they are volunteers who work for another agency, that is okay. I don’t count them as our 
volunteers—but they are out there doing the program. We have trained volunteers from 
the local hospitals too. They are managing to do the workshops as well. Then they will 
also refer seniors to our workshops if they don’t have one going on—so in that way they 
are more of a feeder. I don’t think the level of collaboration has changed much over 
time, although the State has gradually reduced its support. This was their goal. 
 
ASO “E” 
There is extensive peer collaboration. I think that there is more collaboration between 
agencies doing these programs now than there was when we started. We meet monthly 
via conference calls and share information and strategies. Local agencies share 
information regularly. We’ve worked at making this CDSMP operate consistently across 
the state. We are doing fidelity monitoring the same way across the state and have set 
up a method to do that, as a peer group. We communicate regularly. 
 
ASO “F” 
I would say the peer support is minimal. The peer support and external help has probably 
gone down from what it was. There are these attempts to have us all on the same page 
with our different program processes.  
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A complete side-by-side graphic comparison of the four aging services organizations in terms of 
their ratings for each of the factors probed is shown on the next page (Figure 10). Note that the 
“0” (zero) rating means that the respondent was “neutral” or “neither high nor low” on that factor 
(all organizations responded on all of the factors).
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Health Care Organizations Factor Analysis 
Internal Factor: Will/Drivers – The four health care organizations most frequently 
mentioned their commitment to community education and prevention and their interest in 
finding a way to address the needs of patient populations who have chronic disease as 
reasons for program adoption. Key drivers also included an internal champion that 
pushed for the program and the focus of the program that aligned with the prevention and 
patient education focus of the department—with the interest in improving consumer 
engagement in self-care. Unlike the aging services organizations (which all received 
grant funding to support CDSMP adoption), two of the health care organizations started 
the CDSMP without grant funding. In fact, one organizational representative described 
being turned down for grant support several times before being accepted. 
HCO “C” 
Here’s what happened. In 2006 we were called by the medical school to do a 
pilot CDSMP program . . . I saw the results from the CDSMP pilot we did and got 
excited about the program—how much it helped the seniors to manage their 
chronic diseases. So I became an internal champion for the program in our 
health center. It took me a few years to get funding—from 2006 to 2008. Every 
time I would see an announcement for funding, I would call to see if we could 
apply for our health center. I got a lot of “No’s” until I got a “Yes.” Then I got two 
people trained to be Master Trainers. The funding availability is what I needed to 
launch the program—and they required that we have a Master Trainer to be 
part of the funding.  
 
HCO “D” 
Well, we have extensive community education. We do physician lectures, 
support groups, health fairs, and health education. I saw a flier that described 
the program some years ago—it intrigued me—it seemed to be so consistent 
with preventative health. I contacted people at the State. And I set it up for them 
to come and do the workshop here for us. My director agreed with was 
consistent with the mission of the hospital. The strong drivers were the fit with 
our mission and the focus of the program. 
 
HCO “G” 
We have made a commitment for many years to patient education, prevention, 
and wellness. This commitment comes from the top—our CEO has had a key 
message for years: “We are in the business of health care, not sickness care.” 
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We transformed this into the community—not only hospital or clinic based. We 
found out that patients were sicker than expected, not properly educated about 
their conditions, and we have worked over these many years. Our director was 
and is a champion for promoting that patient empowerment and education 
journey. CDSMP fits right into that. We started CDSMP in 2003 without grant 
funding. I had found out about the program and told my colleagues and the 
director. We had receptive leadership. I work in a progressive and open-minded 
organization. I had been with the organization for almost 20 years and I was a 
trusted source of information and had a proven track record. I had implemented 
a system-wide patient education program where there was nothing before. The 
driving force to adopt this is the fit with patient engagement and self-care—it is 
aligned. 
 
HCO” H” 
CDSMP was a really natural fit. We had/have very high chronic condition rates in 
our patient population. We were looking at what were the things we could offer 
to this population. This was a very natural fit for improving self-management. 
 
Internal Factor: Internal Capability & Evidence-Based Experience – All four health care 
organization representatives described their experience in health education. They 
discussed elements of strong internal capability such as their department structure and 
focus, their education and training, and their staff complement. Even with this 
experience, three of the four HCOs said that this was the first evidence-based program 
(specifically in a group format) that they had ever done. Their self-assessment rankings 
around the capability and experience factor questions ran the gamut—however their 
narrative responses were consistently positive. 
 
HCO “C” 
For many years I had been doing health education programs, but never an evidenced-
based one until I did the Enhanced Wellness program which we did before CDSMP. We 
had never had volunteers serving as workshop leaders. Our staff was trained—we had 
three Master Trainers for CDSMP and 33 volunteer peer leaders.  
 
HCO “D” 
We had staff members who were very experienced with community health education—
they are community health educators, by training/education. We did train some peer 
leader volunteers who were less experienced—we had a retired social worker, nurse, and 
teacher.  
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This was the first evidence-based program we did. I would say, that even though we had 
experience as community health educators, we were somewhat lacking in evidence-
based program experience. We had done one other multiple session “continuous” 
program in collaboration with a mental health agency—it was an educational group for 
caregivers. That started out as a 6 week program too and was very popular. It was 
evidence-informed.  
 
HCO “G” 
I would say we were somewhat experienced. I am a nurse by training/education, and I 
taught biology and chemistry before I went into nursing . . . Also we had/have clinical 
health educators and other staff that had health education training in our department. 
Everyone had training on the principles of health behavior and adult learning principles.  
 
This was our first evidence-based program. That was 2003. Shortly thereafter we 
implemented others, such as Matter of Balance, Strong Women/Strong Bones, and 
Enhanced Wellness. We now have 6 or 7 evidence-based programs. I would say that 
even though this was the first, we already had some relevant experience. Quality 
improvement and measurement as well as using best practices is a huge piece of what 
we do. So I would say we were neutral.   
 
HCO “H”  
We had very experienced staff—experienced in coaching and protocols. We have 7 
trained health coaches, 2 community health educators, and me. I am a trained 
registered dietician and educator. We paid for staff to become trained facilitators. Re: 
the EB programming--CDSMP was the first EB program of its kind here, yes--this was our 
first EB protocol program in a group setting like this.  
 
Internal Factor: Resources Required for Implementation – Three of the four HCOs 
responded that there was a “somewhat high” level” level of resources needed to 
implement CDSMP. Resources described by the informants included time and money for: 
training, volunteer management, logistics, and administration. The organizational 
informant who said CDSMP required only a “somewhat low” level of resources 
described how she has worked over the years to find multiple funding streams to cover 
costs. She also said the direct costs were lower because overhead costs were covered by 
her department as part of the organizational support. The cost per participant of the HCOs 
ranged from $110 to $250+ to provide the 6-week workshop. 
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External Factor: Funding – Two of the HCOs said that the funding and level of resources 
is growing and two said that it is shrinking. Some HCOs discussed the movement toward 
Accountable Care Organizations and population health within their organizations. They 
said there was evidence of the increasing importance of programs such as CDSMP to the 
health care system.  They discussed the payment models that will favor clinics and 
hospitals that can show improvement in self-care management—particularly for higher 
risk, higher cost chronic care populations. 
HCO “G” 
I would say the level of resources is growing. It’s coming from very unexpected places. 
The State is very active in fostering CDSMP and it is in a growth phase. There are lots of 
resources to tap into. There is a movement toward ACOs and PCMHs, there will 
eventually be a designated pot of money per patient per month. I want the evidence-
based health programs to be part of that pool. I want to have these programs tied to 
outcomes. I’ve been keeping data for 10 years now and I can show the impact on 
patients. The physicians are now my buddies. They see the effect with their patients.  
 
HCO “H”  
Leadership is committed to continuing these kinds of programs within our system. Right 
now it is completely funded by our organization. We have proven that health coaching is 
important to the clinic. We could have reimbursement and pricing models in the future 
through the clinics to sustain this  . . . I would say the level of resources is growing – not 
through grants, but through patient care models. We have great leadership support and 
the physicians are referring to the program now. Most of the referrals come from health 
coaches as part of their work on patient activation.  
 
Other health care organizations discussed the shrinking resources available for 
CDSMP. They talked about the lack of external funding and hospital budget 
issues. These organizations discussed the shorter-term focus of their organizations 
where community health education is not seen as core—more of a community 
benefit. Therefore CDSMP and other health promotion, disease prevention 
programs are vulnerable to budget cuts. That said, one of these health care 
organizations did see the potential for CDSMP as being relevant for where the 
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health care system is going in terms of creating accountability for population 
health. 
HCO “C” 
I would say that the resources have been shrinking. We don’t have funding now. The 
agency has to pay the full cost of the program out of its regular funding. Our agency 
looked at the program and realized that all of the resources received, plus some, had to 
go to just cover CDSMP costs and there was nothing left to sustain the overhead and 
other costs that the agency was bearing. So without additional funding we can’t do this 
on an ongoing basis. The money [grant funding] available had been cut in half and we 
could no longer afford to do the program. So we’re not offering CDSMP now unless we 
get direct full costs from an entity. We got that for one workshop in September so we’re 
doing one so far this year. We have been fortunate to get books and make them last (we 
re-use them). I think that there are some opportunities on the horizon however, that may 
expand the level of resources again. Right now we will not be able to do any workshops 
unless there is an outside entity willing to host the program. So I only expect to do 1 or 2 
this year.  This is down from the 18 workshops we did in 2011 and 2012. 
 
However, I think there is some potential demand for this—especially as the Affordable 
Care Act and population health with Accountable Care Organizations come into being. 
Under ACOs there is a commitment to population health and every member within their 
population. There is a basic level of service to be provided. CDSMP could be part of that. 
 
HCO “D” 
With regard to funding, this is tough. Every hospital is having budgeting issues. CDSMP 
resources are shrinking, budget-wise. This reflects the pressures on the hospital which in 
turn puts pressure on the community health education budget. Hospitals are under a lot 
of budget restrictions. They are less able to provide this kind of community benefit now. 
We’ve had some reductions in staff in community health education. I don’t think this is 
self-sustaining—not so far. It’s not how community health education works here. We try 
to offer most program at no or very low cost (e.g., $5). All of our screenings are free. 
Almost all of our over age 60 programs are free. My niche is older adult programs, and 
they are free to the senior.  
 
Table 11. HCOs Funding Sources 
Grouping of 
Organizations (Cases) 
 
Current primary funding source 
  
HCO “C”  State 1 No funding right now- Only will hold workshops if paid by external sponsor 
HCO “D” State 1 Core funding by the organization for community health education  
HCO “G”  State 2 Core funding by the organization  for community health education with 
supplemental foundation or donation dollars 
HCO “H” State 2 Solely funded by the organization now 
 
 82 
 
External Factor: Peer Support & Collaboration – Only one of the health care 
organizational key informants in this group said that there was “extensive/high” peer 
support and collaboration around CDSMP. The other three organizations said there was 
“almost none,”, “minimal,” or “neutral” peer support/collaboration. The organizations 
that did not rate peer support/collaboration highly as a factor in their implementation 
journeys did say that they had some interaction on an informal basis with local 
organizations. Some organizations remarked that peer support and collaboration was 
higher in the earlier days of implementation but has been diminishing. 
HCO “C” 
The peer collaboration is not growing. It was initially high, but as the program 
grew, it became minimal. We had a few organizations and agencies that formed 
a kind of technical assistance group and a health center that provided space for 
recruitment and other hospital that sponsored the program for their patients. 
We had a senior housing organization also sponsor a workshop.  
 
HCO “D” 
Other than the State which helps keep the Master Trainers updated via emails,  
organizations that provided a little bit of help were senior centers—they do their 
best to get the word out and help us market. I have to initiate this kind of help. I 
would say the peer collaboration is modest. Recently, we’ve had a requirement 
for community health benefit and needs assessments for hospitals—and we 
were included in the assessment of that benefit by the hospitals that partnered 
to do that. Also the local United Way provided a grant for one CDSMP workshop. 
We do not communicate with other organizations on a regular basis. 
 
HCO “H”  
We really don’t connect with others. Almost none of that. We do have another 
organization locally that has health navigators with whom we might do 
something together. If we were using volunteers maybe we would have to tap 
into the community more, but not as it is. 
 
The informant reporting high collaboration and support had a long history of 
fostering this program. She explained that peer support/collaboration has grown 
since those early days when there were no other implementing organizations with 
 83 
 
which to collaborate. She provided several examples of the type of peer support 
and collaboration that is now offered: 
HCO “G” 
When we started I was the only person doing CDSMP in the State, so the peer 
support and collaboration has changed a lot (grown) over the years. We have a 
lot of organizations offering CDSMP, [and other chronic health-focused 
programs] . . . Another nonprofit organization took the lead with us—they now 
do the training for a number of programs. We worked with them as co-leads. 
Our peer network group developed our own fidelity monitoring that goes beyond 
Stanford’s “Yes/No” approach. So it was our peer network that shared data, 
shared leaders, shared training. We developed a website, and now doctors can 
do direct referrals. We’re now tracking fidelity checks across the state. We have 
online fidelity training—a video—so that anyone in any corner of the state can 
learn. So we have a very high amount of collaboration. We have monthly 
meetings that are telephone conference calls and we meet quarterly as a group. 
There are lots of emails back and forth. We share individuals to do the fidelity 
checks for each other. We’ve taken that on. 
 
A complete side-by-side graphic comparison of the four health care organizations 
in terms of their ratings for each of the factors probed is shown on the next page. Note 
that the “0” (zero) rating means that the respondent was “neutral” or “neither high nor 
low” on that factor.  
More information on the rating around external (state or other external agency) 
support is provided in the next section of this chapter.
  
 
 
 
 
 
 
 
-2.5
-2
-1.5
-1
-0.5
0
0.5
1
1.5
2
2.5
"C" HCO 
"C" HCO
-2.5
-2
-1.5
-1
-0.5
0
0.5
1
1.5
2
2.5
"D" HCO 
"D" HCO
-2.5
-2
-1.5
-1
-0.5
0
0.5
1
1.5
2
2.5
"G" HCO 
"G" HCO
-2.5
-2
-1.5
-1
-0.5
0
0.5
1
1.5
2
2.5
"H" HCO 
"H" HCO
Figure 11. Side-by-side Comparison of HCOs’ Factor Ratings 
8
4
 
 85 
 
Analysis of State/External Support (Aim 2) 
Rather than analyzing the responses by type of organization (for examining the 
level and type of state support), the investigator analyzed responses by state in which the 
organization was located. The following types of support were probed in the discussions 
with each key informant—asking each informant whether the state or other external 
agency provided any of this support: 
 Provided marketing materials, assistance with directing the public to agencies that 
provide CDSMP (e.g., through a calendar), and other recruitment efforts to direct 
individuals to the implementing organizations 
 Led Master Training instruction and peer leader training 
 Conducted program fidelity monitoring 
 Provided supplies and other materials (e.g., workbook, videos, flipcharts) 
 Offered assistance in finding or managing volunteers 
 Assisted with the logistics to set up or manage the workshops and register 
participants (including finding the location/space) 
 Created or fostered a peer network of other organizations implementing the 
program 
When informants said “yes” that they had received this type of support, a follow-up 
question was asked—for the respondent to indicate the level of helpfulness of this 
support in the implementation journey of the organization.  
The organizations from State 1 had identical answers in terms of identifying the types 
of support that the state provided. Informants indicated that the state had assisted with: 
marketing, training, fidelity monitoring, supplies, peer networking, and funding. 
However the way that these four informants valued this support differed, with the aging 
service organizations more effusive than the health care organizations. When asked about 
the level of helpfulness of the State’s support, the two ASOs said this support was “very 
helpful” (+2). One HCO said it was “somewhat helpful” (+1) and one HCO said it was 
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“neutral” (0). One reason given for the lukewarm rating given by a respondent was that 
the support from the State had diminished over time. 
ASOs 
The marketing, training, fidelity monitoring, meetings and funding were very helpful. 
Also the newsletter, meetings of other organizations also implementing the program, 
and sharing information across sites—this was very helpful. 
 
The Master training sessions and updates were very helpful as was the fidelity- 
monitoring, peer network help (listserv and newsletter) and the funding (initially) were 
all very helpful. 
 
HCOs  
The leader training and program fidelity monitoring was very helpful, but the materials 
help and recruitment/marketing were limited. Also the peer networking is limited, and 
the funding was just at the beginning. 
 
The recruitment/marketing and leader training were somewhat helpful. The fidelity 
monitoring and peer networking support were very helpful. The funding was minimal so 
this is neutral.  
 
In addition to the support provided by the state, organizations named other sources of 
external support including: Stanford University (served as a peer network, source of 
information, and provided supplies/materials as well as monitored fidelity), local 
organizations such as libraries, senior housing facilities, senior centers and hospitals 
(helped with logistics, provided space, and helped with marketing), and the county health 
department (helped with peer leader training).  
The four organizations from State 2 differed on what types of assistance they 
recognized the state as providing (other than funding). Three of the four organizations 
said the state had assisted with: marketing, training, fidelity monitoring and supplies. One 
said the state also assisted with peer networking. One organization said that supplies and 
funding were the only types of support it had received. One HCO and one ASO ranked 
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the state’s support as “very helpful” (+2), one HCO said it was “helpful” (+1), and one 
ASO said it was “neutral” (0). These four organizational respondents named two other 
external agencies as being “very helpful” in their implementation journeys—these 
external agencies provided technical assistance under contract with the state. One agency 
is currently providing training and fidelity monitoring and is enhancing the collaboration 
“system-ness.” For example informants said that this external agency recently helped 
create a centralized website for registrations. Physicians will be able to make referrals 
through this website in order to access any upcoming workshop. 
A graphic depiction of the ratings from all eight organizations on the level of external 
support and the helpfulness of this support for implementation of CDSMP is shown in 
Figure 12 below. 
 
Table 12 provides a summary of how the aging services organizations and health care 
organizations compared in terms of the all of the factors probed.  
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Table 12. Summary of Factor Comparison for ASOs and HCOs 
 Variable/Factor Aging Services Organizations Health Care Organizations 
1 Organizational “Will” to 
implement & Internal 
drivers 
Drivers- mission alignment;  effort by 
an internal champion; access to grant 
funding for organizational viability or 
program development 
Drivers – aligned with strategic 
direction of the organization (longer-
term); commitment of leadership; effort 
by an internal champion 
2 Perceived value  
 For persons, 
participants 
 For organization 
 
 
Very valuable for person participating 
(client) 
High value for organization in terms 
of meeting mission 
 
Very valuable for person participating 
(patient) 
High value for department/unit 
Some value for the organization in 
terms of moving toward population 
health management capability 
3 Fit - Program-to-
organization fit 
 Compatibility with 
mission 
 Consistent with type 
of service offered by 
organization  
Very compatible with mission 
Somewhat different than other 
services offered (e.g., more structured 
protocol) at the initial adoption 
stage—now this is not the case as 
other EB health promotion and disease 
management programs have been 
adopted 
Somewhat compatible with mission of 
the organization 
Very compatible with focus of the 
department/unit 
Somewhat different than other 
educational programs (e.g., group 
sessions, use of volunteers for service 
provision) at the initial adoption stage. 
Now more familiar with this approach 
4 Resources – Internal 
capability 
Moderate to low level of internal 
capability (at initial adoption), but 
developed over time.  
Most operate under the another 
organization’s license 
High level of internal capability (human 
resources) with health educators 
Tend to operate under own license 
5 Demand/Recruitment Significantly challenging 
No natural feeder system 
Mixed response – some find this 
challenging; others have  a natural 
internal referral feeder system of clinics  
6 Experience - Previous 
organizational experience 
with evidence-based health 
promotion practices 
Most had no prior experience with EB 
health promotion programs following 
a protocol, although they did offer 
programs in a group format 
 Most had experience with health 
promotion programs, but not following 
a group format using EB protocol 
7 Cost – Cost to 
offer/maintain 
Mixed response. Some find the cost 
high others say it is moderate 
Funding comes through grants, 
although this does not fully cover 
costs 
Moderate  investment 
Budget pressures exist that draw 
attention to this program’s cost 
Funding allocated through organization 
and some grants 
8 Technical Assistance – 
Level and type of external 
& technical support 
(External Factor) 
Most said that the  funding, training, 
and fidelity monitoring were very 
helpful 
Fidelity monitoring and training were 
listed as very helpful. There was a mix 
of responses with regard to state support 
9 Peers/Network – Level of 
peer support and 
networking (External 
Factor) 
Peer support –generally important; 
shared outreach efforts and 
coordinated workshops offerings as 
well as peer sharing of strategies were 
named 
Peer support – mixed responses – Some 
were serving as mentors to others and 
participated actively; while others did 
not 
10 Fidelity Monitoring 
(Program Factor) How 
fidelity monitored & level 
of difficulty to maintain 
fidelity 
 
 
Fidelity monitored by following 
protocol /guideline, annual instructor 
certification. An external review & 
certification process if do not own 
license. Not difficult to maintain 
fidelity to the protocol, however a key 
challenge is keeping trained 
instructors current/active 
Fidelity monitored by following 
protocol /guideline, annual instructor 
certification. An external review & 
certification process if do not own 
license. Not difficult to maintain 
fidelity to the program protocol 
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Challenges and Strategies 
Recruiting participants/filling workshops was the number one challenge described 
by five of the eight organizational informants participating in this study.  The aging 
services organizations also mentioned finding and keeping their trained volunteer 
workshop leaders. Funding was also a challenge for both types of organizations. Table 13 
provides a synopsis of all of the challenges described by the organizations.  
Table 13. Top Implementation Challenges and Barriers, By Type of Organization 
 
 Major 
Challenge/Barrier 
Addt’l Challenge Addt’l Challenge Addt’l Challenge 
ASO “A”  State 1 Recruiting participants, 
filling workshops 
Keeping volunteers 
certified 
  
ASO “B”  State 1 Recruiting participants, 
filling workshops 
Keeping volunteers   
ASO “E”  State 2 Recruiting participants, 
filling workshops  
Current staff 
capacity (# of 
trained leaders) & 
limited time 
Internal challenges 
in getting referrals 
from own case 
managers 
Lack of 
understanding in the 
marketplace about the 
program – name of 
program 
ASO “F”  State 2 Recruiting participants, 
filling workshops 
Keeping volunteers 
certified 
Funding  
HCO “C”  State 1 Funding; program has 
been de-funded by the 
organization; only do 
the class if cost is 
covered by an external 
entity 
   
HCO “D” State 1 Keeping up with the 
requirements 
Getting referrals to 
fill workshops 
  
HCO “G”  State 2 No major challenges Finding classroom 
space 
  
HCO “H” State 2 Recruiting participants, 
filling workshops 
Current staff 
capacity --limited 
time 
  
 
Organizational informants reflected on lessons learned. They used various strategies to 
address implementation challenges or enhance their programs. Strategies and advice 
focused on: 
 Having a strong program champion internally 
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 Building and maintaining support at all levels internally especially senior 
administration and managers or clinical professionals who can serve as referral 
sources internally 
 Pursuing a variety of ways to extend reach and improve visibility of CDSMP in 
order to build external referral sources and tap into collaborative resources (e.g., 
volunteers, building space for workshop locations, etc.)   
 Recruiting, training, and retaining strong workshop leaders (staff or volunteers) 
 Marketing and outreach to make target population groups (potential participants) 
aware of the program 
 Measuring results, presenting the return on investment or value proposition to key 
stakeholders 
 
 Table 14 provides a selection of informants’ advice in these areas. 
Table 14. Strategies/Advice offered by CDSMP Organizations  
 
Strategy 
/Advice 
ASO examples 
 
HCO examples 
Actively 
maintain 
support for 
the 
program at 
all levels 
Build a strong network of supporters and 
collaborators, referral sources, funders, 
marketers. 
 
I think it is really important that the 
organization or department have support from 
the Board to do this. You want senior level 
support and visible support. Also keep in touch 
with the State and with foundations that have a 
mission that falls in line with this—that is 
where the money comes from. 
 
Look at what the key concepts are and make 
sure they are in line with what management 
wants.  
 
You have got to have a champion. You have got 
to have good instructors/leaders. You have got to 
network with others. Know why you are doing 
this program. We do a huge community 
assessment and get a snapshot of who is living in 
the area and who we are targeting. Know and 
work with the doctors. Share results and success 
stories. Keep sharing and collaborating. We have 
received recognition for our efforts. 
 
With regard to advice, I would say that have a 
network of supporters and champions within 
your organization who know about and believe in 
CDSMP—it really does help. 
 
My data reports on CDSMP go to Administration 
and the management directors. If you don’t hit 
your targets, you need to develop an Action Plan. 
We hit our targets. I have dollars and cents and 
can show the return on investment. I have 10 
years’ worth of data. 
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Strategy 
/Advice 
ASO examples 
 
HCO examples 
Enhance 
outreach 
and 
marketing 
We’ve done a lot of marketing – videos made of 
us conducting the workshop, commercials on 
local TV station, professional brochures. Our 
libraries embraced it--they did a lot of 
marketing. Posters. Website. Anyplace we can 
get into to promote. We identified referral 
sources, gatekeepers, such as our Office of 
Senior Services. We reached out to the 
community networks. We got the information 
to hospitals. 
 
We work with organizations and facilities all 
over the county. We try to have locations all 
over the county – for convenience. Over 100 
locations. Senior retirement homes, for 
example. 
 
Advertise. Be persistent. It takes a while for the 
program to get going. Be really clear on what a 
chronic condition is. List some common ones that 
almost everyone has—arthritis, hypertension. 
Encourage participants to tell their health care 
providers and their friends. People like to get 
things for free too—the free or low cost textbook 
is another enticement. 
 
 
 
 
 
Those who we’ve served in any capacity, they are 
never out of our zone – if we are having 
something – we reach out to them. And they 
come back – I have people that I met 4 years ago. 
We talk to them all of the time about wellness. 
We are always asking people about their health. 
We keep a list going and then call people up. 
 
There may be an opportunity for family health 
clinics and occupational health. Also look into 
Workers compensation and opportunities for 
building workers’ health. 
 
You have to get beyond program marketing. You 
have to have a relationship with the participants 
on an ongoing basis. Make them part of your 
family—show them that you care about their 
health. Keep in touch. People have to know you 
and know your organization. They have to trust 
you. You come into their community, you have to 
understand you are making a commitment to 
them for the long haul—listening, staying, 
improving health with them. Otherwise they may 
feel taken advantage of—they don’t want you to 
get a workshop done and then leave.  
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Strategy 
/Advice 
ASO examples 
 
HCO examples 
Retain and 
recruit 
effective 
workshop 
leaders 
(volunteers) 
My advice would be to choose your workshop 
leaders wisely, train them well, nurture their 
growth and involvement. Find a way to use 
their abilities.  
 
I think it is important to have at least a half-
time paid person coordinating this. You need 
to have a large number of people trained to 
call upon. 
 
We have an Advisory Council to try to hold 
onto the volunteer leaders. We really discover 
the talents and abilities that people have and 
try to assign them to work that fits them. We 
have a group of volunteer ambassadors who 
will go out for us and be present at health fairs 
and will do presentations on the program. This 
gets the peer leaders out there and keeps 
them involved.  
 
I have also learned that you need a certain 
kind of person to make a good peer leader. 
You need to have an interview process, why 
are they interested, what is that person’s 
motivation, experience. Of course they go 
through the training, but some people are not 
a good fit and want to go off script. We 
observe them. They have to demonstrate they 
are a good fit.  
 
This program is a real magnet for attracting 
volunteers because it is purposeful and gives 
people a leader role. It helps the senior 
volunteer program and helps the organizations 
looking for volunteers. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
We pick the right people. We do motivational 
interviewing. The health coaches and community 
health workers are our workshop leaders. This is 
different from the skill set needed or training for 
a medical assistant. CDSMP is different from a 
medical assistant recommending better self-care. 
This is time and training-intensive (I do 2 classes 
a year) it improves professional skills [that 
translates] for health coaching. 
 
I would recommend that you recruit peer leaders 
from the community where you are expecting to 
draw participants. They [the peer leaders 
facilitating the workshops] have to look like the 
participants they are serving. The participants 
have to be able to associate with their peer 
leaders. Match your peer leaders to the type of 
population you are serving. Past participants 
make the very best peer leaders.  
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Strategy 
/Advice 
ASO examples 
 
HCO examples 
Measure 
results 
Collaborate with other agencies; find best 
practices that they are doing. Make sure you 
believe in the outcomes of this program. Make 
sure the people you are working with also 
believe in the outcomes of this program. 
 
We follow up with participants after they’ve 
graduated. We coordinate bi-annual reunions. 
We create a party with healthy food and 
cooking demonstrations and invite all of the 
participants who have graduated from any of 
the programs, CDSMP, MOB, etc. We get the 
participants to talk about their year goals and 
plans and activities; talk about how they have 
been doing. It is good cross-pollination, and a 
great social way to encourage continued 
action. It has been a good strategy.  
 
The program is evaluated based on reaching 
targets; the # of successfully completed 
workshops the % participants who completed. 
Reports are reviewed monthly. [the reports 
also include] what has been tried, what has 
succeeded (e.g., new outreach, collaborators), 
presentations that have been given, visibility in 
the community. 
 
CDSMP - # of workshops, # of peer leader 
trained, # of completers. Can write participant 
stories – impact. Metrics on before and after – 
goal attainment. 
 
 
Metrics: Every service area in our system has to 
have defined measures on our system-wide 
balanced scorecard. We use national benchmarks 
when possible. My goal: decrease by 20% health 
care expenditures pre and post CDSMP– My last 
marker showed a decrease of 80%. We looked at 
DRGs, ER visits, average costs, e.g., of a fall. 
Hospital days, rehab costs..  
 
We evaluate the clinical/care outcomes. We use 
the evidence to determine the impact. For 
example, we started tracking improvement toward 
goals in improvement of the patient’s self-
management—the results are clear. When we 
were just following standards of care, there was no 
change in progress toward self-care goals. When 
we started the CDSMP we saw incredible changes.  
 
This is a powerful program – it is well worth the 
investment. We get a lot of questions about our 
health coaching program and self-management 
system, of which CDSMP is a part. These 
workshops are one of the things we recommend. 
It is motivational.  
 
 
Methodological Considerations (Aim 3) 
Design & Scope  
The study design and methods used worked well. Categorical information allowed 
the investigator to separate the organizations into types. Quantitative data provided 
information needed to select first states, and then organizations within those states, to 
identify those that had robust completion rates and sufficient experience in offering the 
program based on number of workshops offered in a 2-year period. Factor selection 
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appeared to adequately capture the implementation experience. The careful construction 
of the semi-structured interview protocol allowed key informants to select adjectival 
responses that allowed for rating each of the factors probed. The open-ended questions 
provided follow-up that clarified adjectival responses chosen. The ratings and the 
qualitative comments provided enough information to compare organizations by type. 
Comparing the results from this examination of a small set of organizations to 
information from larger evaluations of the program provided affirmation on key 
challenges raised—particularly recruitment into the program.  
While this study of CDSMP implementing organizations was carefully scoped 
and designed to focus on a few hand-picked high success organizations in just two states, 
adjustments in the scale and in the sample selection could make it more useful to the 
field. For example, if there was a larger sample size (e.g., replicating this study with more 
organizations and in more states) then the study design could move from a case-study, 
primarily qualitative-focused descriptive study to a study design that would have a large 
sample of organizations with quantitative power. The sample could be selected randomly 
from all high success CDSMP organizations across the United States. This random 
selection, with data from a larger number of participating organizations, could provide 
enough data to determine if there are patterns in the factors probed and if the factor 
strength found in the small sample held true (was similar) over a larger number of high 
success organizations. With more organizations, there could be more and different 
strategies offered—until the researcher began to see saturation in the information—
indicating that adding still more organizations to the sample would probably not yield 
much new information. Using this information, the researcher could create a logic model 
 95 
 
that presented the assumptions/context, inputs, interim outputs and longer term outcomes 
that would be expected in CDSMP implementation at the organizational level.
23
  
Another option would be to add “low success organizations” to the sample 
selection (if they would agree to be interviewed). Again a larger sample of both high and 
low success organizations would allow for comparisons between the two groups to 
determine how implementation strategies differed and to discern if the constructs and 
factor strength were similar or different and how they differed. With enough 
organizations in the sample it might allow the researcher to see patterns in the data that 
could be tested using statistical methods to determine the probability that these results 
would be seen given a normative distribution or under a predictive model. 
Limitations 
The primary limitation of this study is the single researcher conducting the 
analysis. A second researcher to review and confirm the categorization and coding of 
comments and to interpret the findings would add strength to this examination. This 
limitation was addressed in some ways by: (1) conversations with experts in the field who 
are familiar with CDSMP and its implementation history and challenges, (2) careful 
crafting of the key informant interview instruments and obtaining feedback from the 
NCOA program manager familiar with organizations implementing the programs and 
with state intermediary agents, and (3) reviewing published studies about CDSMP, 
particularly recent program evaluations published in 2013. Other limitations include the 
small sample size of organizations and the exclusive focus on “successful” implementing 
organizations. 
                                                          
23
 See W.K.Kellogg Foundation Logic Model Development Guide. 
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The organizational key informants had institutional memory about the 
implementation experience as they were the individuals involved at the adoption of the 
program. However, they may have recalled or interpreted events and influences on the 
implementation process in a manner that highlighted the positive aspects of the process.  
Thus, the potential sources of respondent bias include: recall bias, which is the tendency 
of respondents to selectively recollect and interpret past events, and social desirability 
bias, which is the tendency of respondents to answer questions in a way that they believe 
is positive or most favorable. This was counterbalanced in part through the anonymity of 
both the respondents’ and organizations’ identity.  
Summary 
The instruments and study design approach worked well for this examination. The 
factors probed included internal, external, and program related elements. The 
representatives from these 8 organizations described a good match between the CDSMP 
evidence-based program and their organizations’ mission, and affirmed the value of the 
program. They praised the training, manual, materials and other guides that made the 
program relatively easy to follow, despite many components involved. The organizations 
all described challenges with recruiting participants into the workshops. Some also 
described funding challenges. The ASOs more often described the value of peer 
networks. The HCOs more often described the value of their internal referral sources 
(within their health systems or departments).   
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CHAPTER 5: Plan for Change 
Introduction 
 
This chapter discusses the implications of the study findings, offers four 
recommendations for further action, presents an analysis of stakeholders, and provides 
commentary on moving toward systems approaches—to both study and support 
implementation of evidence-based programs. 
 
Discussion & Implications 
 
Commonalities- Common facilitators of implementation among these organizations were: 
 
 Organizational Leadership  
 Program-to-Organization Fit  
 Training & Well-developed Materials  
 
Organizational Leadership - The managers responsible for CDSMP discussed both their 
own leadership as internal champions of the program, and the leadership from their 
supervisors, department directors, or senior executives—who demonstrated their support 
for CDSMP adoption and the implementation process. These administrators remained 
committed to offering the program even with limited funding.  
Supportive leadership has been identified elsewhere as an organizational 
characteristic linked to successful implementation (Wandersman, Chien & Katz, 2012). 
The importance of champions and organizational leadership has been found to be a 
facilitator to health promotion practices being adopted, implemented, and maintained.  
For example, in a study of five Canadian provincial efforts to adopt a chronic 
disease prevention initiative, the research team found that there was “remarkable 
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consistency in the top factors identified as facilitators and barriers to health promotion 
capacity building.” Internal organizational factors were most frequently mentioned as 
facilitating implementation (more than external factors). Organizational respondents 
particularly noted the importance of having skilled, committed staff and supportive senior 
leadership (Robinson et al., 2006).   
 
Program Fit – Consistent with the literature review described earlier in this paper, there 
was a good fit between CDSMP and these organizations. The eight organizational key 
informants discussed alignment between the focus and purpose of CDSMP and the 
overall purpose or mission of their organizations. They all described program fit as a 
facilitating factor in implementation effectiveness.  
Others studying implementation success have discussed the importance of fit 
between the innovation (program) and the organization--particularly the fit with the 
purpose or values of the organization (Greenhalgh, et al., 2004; Klein and Sorra, 1996).  
 
Training, Materials, Technical Support– Among these organizations, the CDSMP 
protocol and training materials were described as well-developed, easy-to-use, and 
excellent guides by informants from both types of organizational settings. The materials, 
scripts, guides, workbook, and training sessions worked well for both staff members and 
volunteers.  
CDSMP is complex. It has multiple inputs—including volunteer and staff training 
from a Master Trainer, adherence to scripts and session formats for each of six sessions, 
recruitment and registration, logistics to set up the workshop, consistent presence of two 
workshop leaders for each class, required “last class” survey, reporting requirements to 
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maintain a license under Stanford, and in some cases grant-writing and grants 
management to maintain funding. Despite this complexity, the program was often 
described by informants as relatively easy to adopt.  This was true even though many of 
these organizations had not had any prior experience implementing an evidence-based 
health promotion program. Informants explained that, because the CDSMP protocol, 
guides, training, and workbooks had been so extensively developed and because 
assistance was so readily available (e.g., through Stanford website and through other 
technical assistance)—these supports compensated for their own lack of experience in 
following an evidence-based protocol.  
Researchers of implementation effectiveness have discussed the importance of 
having quality tools and training (e.g., manuals, guides, worksheets, education, skills 
development, etc.) to support organizational performance and implementation 
effectiveness (Wandersman, Chien & Katz, 2012).  
 
Differences 
 
A factor that was more often helpful as identified by the aging services organizations 
was: 
 External support/peer networks & collaboration – Most of the ASOs expressed 
the value of having external support (including technical assistance, training, and 
funding). In addition, collaborative peer networks were more often described as 
important by the ASOs. Collaborative or peer network activities included both 
informal groups of organizations and more formal collaborative bodies that had 
been purposefully put together to foster shared learning among CDSMP 
implementing organizations. The activities conducted by or within the network 
included information-sharing regarding implementation challenges and strategies, 
conducting peer-to-peer fidelity monitoring, marketing the program, and sharing 
resources—for example to host volunteer peer leader training. By participating in 
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these networks, the aging service organizations were able to share resources and 
“act big”—more like centralized system. 
 
Other researchers have discussed the importance of technical assistance to build an 
organization’s capacity for effective practice and the importance of inter-organizational 
collaborative learning (Chinman et al., 2005; Nembhard, 2012). However, the evidence is 
still mixed with regard to how much coalitions (peer networks) promote adoption of 
prevention programs. For example, a study of one evidence-based program being adopted 
in 24 cities found that simply increasing the density and connectedness among members 
of the coalition did not result in approved adoption rate of the practice (Valente et al. 
2011). This study focused on advice-giving communication between coalition members. 
The results are consistent with Granovetter’s “strength of weak ties theory” where weak 
ties within a network influences individual members to look outside the network for 
information and resources whereas a tight, dense network results in a group that looks 
within the network for support (Granovetter, 1973). It is important to note that the study 
referenced did not examine effects of network density on implementation effectiveness, 
just change in practice adoption. The authors particularly take note of the importance of 
organizational leadership in influencing prevention program adoption and 
implementation (Valente et al., 2011). 
A factor that was more often described as helpful by the health care organizations was: 
 System advantages - Being part of a larger health system that had strong 
connections to primary care and clinic services as well as a well-developed health 
education department offered funding, a level of internal expertise and assistance, 
and (most importantly) referrals of patients to the CDSMP. Specific conduits from 
within their larger health organization that fostered registrations for CDSMP 
included: health coaches, care managers, and the internal electronic medical 
record and referral system. Proactively developing internal referral channels and 
creating automatic triggers for class referrals within the health care organization 
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would be two strategies that draw upon these health care organizations’ natural 
advantages. 
 
Challenges and Barriers 
There were also common challenges among these 8 organizations, regardless of type. 
Challenges that represented barriers for implementation and for sustainability among 
almost all of the organizations included: (1) recruiting participants to the workshops, and 
(2) finding funding to cover the costs to produce the program.  
Recruitment/Demand – Study findings show that both types of organizations 
struggled with filling the CDSMP workshops. The lack of demand for CDSMP was seen 
as being an effect of at least two things. First, very few individuals with chronic disease 
self-identify as needing the program—that is the individual hearing or reading about 
CDSMP doesn’t interpret the program as being relevant for them. Marketing to 
consumers directly was challenging. This group of organizational managers instead often 
sought out other collaborative agencies, such as seniors center managers, senior housing 
facility managers, case managers, or health coaches to describe and promote the program 
as well as encourage participation among their clientele. Second, there was a lack of 
awareness on the part of physicians and other clinical providers about CDSMP and its’ 
benefit. The organizational key informants said that they rarely had direct referrals from 
physicians to the CDSMP workshops (except where the program was a referral option 
within the health system’s medical information system).   
These findings are consistent with a study commissioned by the National Council 
on Aging of the 24 states participating in the evidence-based disability prevention 
program grants (Frank and Lau, 2013). Frank and Lau found that “challenges in outreach 
and recruitment of both program participants and leaders/trainers were common, being 
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reported by over 70% of states” (p. 24). This is also consistent with a process evaluation 
final report to the Administration on Aging on states’ activities to implement CDSMP. 
This report stated “marketing and recruitment continue to be challenges” and that “states 
consistently reported that building referral networks with physicians and health plans was 
one of the most daunting tasks they encountered” (Woodstock et al., 2013, p 26 and p. 
105). 
Funding – The CDSMP runs into the same challenge that many public health 
interventions face: lack of funding for prevention. As health economists have 
demonstrated, there is evidence that health insurance coverage increases demand for care 
since it insulates the consumer from the price of goods and services—a phenomenon 
defined as “moral hazard” (Arrow, 1963; Cronin, 2013). The Medicare program benefit 
coverage design is focused on illness and injury care, diagnosis and treatment. It is not 
focused on prevention or long-term care. Since many evidence-based health promotion 
programs (such as CDSMP) are preventative in nature, they are not covered by most 
medical insurance. Health care organizations’ reimbursement comes primarily from 
illness care/treatment not prevention. For social service organizations, their provision of 
services is primarily based on an older individual requesting help for an existing problem 
or need (relying on grant and OAA funding and skewed to those financially vulnerable). 
While the focus or mission of these organizations may be to assist individuals to improve 
their health, they are reimbursed largely for addressing problems (after-the-fact), not 
preventing them.  
It is likely that the issues of lack of demand and lack of funding for CDSMP 
compound each other. Without a regular source of funding or payment for service, the 
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“value” of CDSMP has to be demonstrated one person and one provider at a time. The 
lack of payment for EBPs such as CDSMP may be interpreted by the lay public as a 
signal that the program does not provide sufficient value in terms of health status 
improvement or effect. Medicare beneficiaries may believe that if a service or program is 
not covered by Medicare, then that service has not been shown to have enough benefit to 
the patient/consumer to warrant coverage. This has been shown to be true in other studies 
where the lack of insurance coverage contributed to underuse of proven services, such as 
secondary prevention programs in cardiac rehabilitation (Balady et al., 2011).  
Without a regular source of coverage and payment, participation remains low and 
each referral/registration is hard won.  Organizations expend extra effort to get the 
program costs covered for those who do elect to participate. Without demand, there is 
little pressure to pay for these programs. Thus, the cycle perpetuates.  
Figures 13 and 14 provide a causal loop analysis depicting these forces at play. 
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Figure 13. Damaging effect of payment and practice norms on CDSMP 
 
Figure 14. Effects of lack of demand for CDSMP: Eroding support 
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This conundrum goes beyond what the single manager within an implementing 
organization can address alone. It calls for a systems approach to address the underlying 
issues that give rise to them.  
Donella Meadows would recognize that improving chronic illness care is a 
complex public health problem, with many stakeholders (Meadows, 1999). She would 
call for all stakeholders at all levels to attend to key leverage points in order to effectively 
intervene in this complex system. Moving up a 12-point leverage scale offered by 
Meadows, organizations and intermediary agents could work to drive positive feedback 
loops and reduce negative feedback loops (such as displayed above with the CDSMP 
conundrum). Improving information flow throughout the system is another higher 
leverage point in Meadows schema. With regard to CDSMP implementation, 
improvement in information flow could include a process for rapid dissemination of 
operational strategies that are enhancing recruitment, improving participant completion 
rate, or securing new funding sources to promote implementation success among provider 
organizations. Changing the rules of the system, such as securing Medicare or other 
health insurance coverage for CDSMP, moves still further up the ladder on Meadows’ 
leverage points—toward the ultimate goal of shifting the mindset of the system itself 
(Meadows, 1999).  
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Recommendations 
Recommendations from this examination target enhancing those things that were 
found to promote effective implementation and addressing the issues that were found to 
impede implementation.   
Recommendation 1: Build, strengthen, and maintain organizational commitment for 
evidence-based programs by promoting the fit with mission/purpose and raising 
visibility of the program. 
 
These findings support the hypothesis and findings of others, such as those 
offered by Mary Scheirer, who state implementation (and specifically sustainability) for 
this type of intervention is likely to be strongly influenced by factors within the 
organization such as administration, a program champion, the intervention’s congruence 
with the mission and culture, and its’ fit with other programs (Scheirer, 2013).  
Researchers examining implementation success have consistently noted the 
importance of visible senior leadership support. Leadership has been described as a 
critical factor in implementation of community initiatives (Aarons et al., 2012). Using the 
categories offered by the Full Range Leadership Model (FRL) it is transformational 
leadership which fosters a receptive implementation climate. Transformational leadership 
has been defined as a leader who “attends to and develops individuals with higher level 
of performance . . . engages others in thinking about issues in new ways . . 
.communicates an appealing vision for the future . . .and becomes a trusted role model for 
staff” (Aarons, et al., 2012, p. 135). A transformational CEO can utilize a number of 
methods for demonstrating support for an EBP including discussing its’ strategic value, 
fit with mission and purpose, or tie to quality performance expectations. This 
communication can be through the internal website, company newsletter updates or other 
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internal media. The CEO may attend a regular staff meeting to draw attention to the 
importance of successful implementation of an EBP, or recognize a staff member serving 
as a champion to implement the program (Arrons, et al., 2012, p. 134). 
Therefore, to enable or foster implementation, efforts should focus on 
strengthening or maintaining leadership commitment at the management and executive 
level, particularly to support an internal program champion. An internal champion of an 
EBP will want to enhance senior leadership support and secure buy-in from front-line 
staff (Meyers, Durlak, & Wandersman, 2012). Managers can keep the senior executive 
informed on implementation progress through providing concise, regular e-mails 
providing data analytics that indicates spread/reach of the EBP (e.g., number of 
participants served) and describing the value of the EBP through a case story, testimonial 
from a participant, or feedback from a physician about the changes observed in her/his 
patient. 
  
Recommendation 2: Create marketing/distribution systems to support recruitment 
into CDSMP and other EB programs. 
 
As these organizations demonstrate, relying on one organization at a time to build 
demand for CDSMP does not appear to be effective. Even though these organizations 
were supported in their marketing and outreach efforts through intermediary agents (such 
as the state unit on aging or public health department), every implementing organization 
was required to recruit its own workshop participants.  
These findings are consistent with a more extensive review of activities at the 
state (intermediary agent) level on CDSMP diffusion and dissemination. In a final 
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evaluation report about CDSMP to the Administration on Aging (focusing on states’ 
activities), the authors also recommended a “centralized or coordinated process for 
recruitment, intake, referral, and registration/enrollment” (Woodstock et al., 2013, p. 97).  
Both studies call for a coordinated, systems approach. Without this greater effort, 
individuals with chronic conditions, medical providers, and potential referral 
organizations within a given region are likely to remain unaware of the program and its 
value. This is a tremendous missed opportunity for public health and disability 
prevention.  
The need for better marketing and distribution systems for public health programs 
has been identified elsewhere. Merzel and D’Afflitti studied 32 community-based 
prevention programs and found only modest penetration and therefore limited impact. 
They call for more effective approaches that “employ a reinforcing combination of both 
high-risk (targeting) and population-wide strategies” (Merzel and D’Afflitti, 2003). 
Others working in public health have pointed out the stark contrast between the 
sophistication of marketing and distribution systems for products and services in the 
business sector and the “unassigned, underemphasized, and underfunded” dissemination 
strategies in the public health sector (Kreuter, Casey, and Bernhardt, 2012).  
Efforts on a larger, centralized scale are likely to be more effective and efficient 
and yield better return on investment through economies of scale. Social marketing and 
mass media campaigns have been shown to be effective not only in making people aware 
of health promotion programs, but in helping to influence social norms of behavior 
(NHS, 2004). The social norms within the population at large and within physicians as a 
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specific target group for change could be targets of change strategies for EBPs such as 
the CDSMP. 
The use of mass media, social media, and information distribution networks that 
are tied together will be most effective when marketing campaigns are coordinated or 
even integrated. Such an effort could be built at the regional, state, or national level.  
For example a national campaign to raise visibility of EB health promotion and 
disability prevention programs such as the CDSMP might increase both physician and 
consumer awareness of the benefits of such programs. An inter-organizational effort 
among all CDSMP providers in a region or state to promote the program as well as share 
information about operational issues could be fruitful.  This type of collaborative could 
deploy a number of creative strategies to enhance outreach and streamline the registration 
process, such as creating a shared calendar listing all CDSMP providers’ workshop dates 
for participants to access/register online, setting up a 1-800 number for information and 
registrations, implementing a text message campaign with public health messages around 
managing chronic disease, or designing professional promotional materials with a 
common look and message that have been tested with different age, racial, gender, and 
ethnic groups.  Market research teams could interview the physicians that do and do not 
refer to EB health promotion programs to determine what features attract or turn-off the 
physician. With this information, a marketing strategy targeting physicians could be 
created using techniques such as those employed by pharmaceutical representatives. 
Patient advocates and patient stories could be included in these promotional materials. In 
a more directed approach, the state’s medical society or Board of Internal 
Medicine/Family Practice could create guidelines offering a decision algorithm for 
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physicians to use to identify which patients would be likely to benefit from the program. 
Providers of CDSMP could work with physicians to create an automatic (passive) referral 
mechanism, where patients would receive a registration referral to participate in CDSMP 
once criteria were triggered. The patient could opt out, but would otherwise be contacted 
by a local CDSMP provider organization to follow-up on the referral.  
 
Recommendation 3: Change coverage under medical insurance to include evidence-
based health promotion and disability prevention programs. 
 
Ensuring the long-term viability of CDSMP (and other EB health promotion and 
disability prevention programs) calls for more fundamental changes to the benefit design 
and service coverage under Medicare and other insurance plans. Lack of funding for 
prevention programs such as CDSMP is likely to be an ongoing challenge in both 
implementation and sustainability—organizations cannot sustain this program long-term 
without a reliable way to cover its costs. This chronic disease program, while proven 
effective, is not a defined benefit of either Medicare or Medicaid, nor is it a reimbursable 
service within most private health insurance plans (important to HCOs). Likewise it is not 
part of the usual service package offered by most ASOs, although recent inclusion of 
CDSMP as a part of the Older American Act (Title III-D) has helped somewhat. 
Currently, CDSMP largely remains outside of the traditional service focus and funding 
streams of both types of organizations.  
Based on data from 1,170 community-dwelling CDSMP participants, Marcia Ory 
and colleagues found cost savings and care outcomes improvement from use of CDSMP 
that address the “triple aim” goals of better health, better care, and better value (Ory et 
al., 2013; Ahn et al., 2013). To realize these benefits, these researchers recommend 
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“immediate attention be given to initiate system changes and policies that increase the 
awareness of self-management programs among patients as well as physicians, support 
the development of a delivery infrastructure, and help defray the costs of widespread 
dissemination of such programs” (Ahn et al., 2013, p.6). 
To address this public health issue HCOs and ASOs might work together to lobby 
policymakers for inclusion of this and other evidence-based health promotion and 
disability prevention programs as a proven service that should be reimbursed for patients 
meeting specific disease characteristics or other criteria. Collaborative efforts among 
organizations offering CDSMP, together with support from non-governmental national 
advocacy and public health organizations working together, such as the National Council 
on Aging, the AARP,  and the American Public Health Association, might be one 
strategy for joining forces to address this issue. This would be a step toward refocusing 
our national health care strategy to embrace prevention as well as diagnosis and 
treatment.  
 
Recommendation 4: Encourage development of consistent implementation 
evaluation methods for evidence-based health promotion and disability prevention 
programs. 
 
This mixed-methods design and study approach provided useful information for 
examining implementation at the organization or organizational unit level. In particular, 
the criteria and process for identifying effective organizations through quantitative data, 
the selection of factors to examine, the tailoring of the key informant instrument around 
these factors, the weighting tied to adjectival responses selected by the respondent, and 
the comparison across two types of organizations worked well.  The five-point weighting 
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scale (proposed by Damschroder and colleagues as part of the Consolidated Framework 
for Implementation Research or CFIR) helped clarify the direction of the factor as well as 
the strength—all from the perspective of the respondent—rather than relying on the 
researcher to make a determination.  
Researchers studying EB program implementation at the organizational level with 
attention to contextual issues could use these results to guide their own approach. Others 
have called for innovative research designs, instruments, and analytical strategies to 
guide D&I research. They emphasize the distinction between D&I research and 
traditional research questions of efficacy and effectiveness:  
. . .dissemination and implementation research questions focus primarily on 
whether different strategies for informing communities or delivery of an 
intervention increase the speed of implementation, the quality of program delivery 
or the degree of access or penetration of the intervention . . .[therefore] it is likely 
that they may require different research designs or different emphases in the 
classic research design tension between internal and external validity (Lansverk 
et al., 2012, p. 227) 
 
The authors refer to the NIH Roadmap
24
 initiative that is working to reengineer the three 
types of research sponsored by the National Institutes of Health toward improvements in 
public health—(1) basic research creating clinical interventions, (2) tests of the 
intervention in controlled trials, and (3) translational studies where interventions are 
tested in usual care settings (Zerhouni, 2005; Glasgow et al, 2012). The NIH Roadmap 
identifies two translational steps for interventions delivered in community and other 
delivery settings—bringing together interdisciplinary teams to integrate basic science and 
treatment approaches, and translating evidence-based treatments into service delivery 
settings and sectors in local communities [emphasis added] (Landsverk et al., 2012, p. 
                                                          
24
 NIH Roadmap for Clinical Research, 2006; http://opasi.nih.gov/documents/NIHRoadmap_FactSheet_Aug06.pdf  
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228). The authors call this second step the “D&I research enterprise” (Lansverk et al., 
2012).  
This dissertation study used quantitative data to locate organizations with 
effective outcomes and the qualitative data were used to evaluate process. Mixed 
methods are often used in D&I research (Landsverk, et al., 2012 p. 238). The utility of 
different approaches and results from implementation studies of EBPs should be part of a 
system science approach which would not only offer a repository of information but 
would allow for the use of systems dynamics tools to analyze and compare findings. 
Systems science methods are focused on the complex interactions between components 
(Landsverk, et al., 2012 p. 240). In this CDSMP example, components included: the 
participant, workshop leaders, organization training and monitoring the leaders, technical 
assistance organization, credentialing organization, funder, policymaker, and 
environment. 
One goal would be to have an open-access repository of study design, methods, 
instruments, and approaches for analysis, with critiques of these methods from the 
researcher’s perspective. Such a repository could be set up so that each study was 
categorized with the design and methods that worked best under specific conditions or 
given certain parameters outlined. Then the researcher would have a standardized guide 
for discerning the best approach for their own study. This would help the research 
community to move toward consistency in using certain evaluation or research methods 
for particular types of implementation examples. There is already a wiki-group on CFIR 
(see http://wiki.cfirwiki.net/index.php?title=Main_Page) that is an online community and 
contains a repository of information to “provide a foundation on which a knowledge-base 
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of findings related to implementation can be found.”  Perhaps this or other online 
repositories could be used. 
 
Stakeholder Analysis 
As seen in this examination of implementation efforts, organizations required 
internal capability, external support, and strong perception of the value of CDSMP and 
how it fits with the organization’s or organizational unit’s mission. The dissemination of 
this specific intervention also relied on active support of an intermediary agent(s), and a 
technical assistance organization. To build these elements, leadership and resource 
commitment is needed from stakeholders who have an interest in seeing the program 
effectively disseminated and implemented.  Given this, there are a number of key 
stakeholders who could have an interest in these findings. Using the Robert Wood 
Johnson Foundation’s guide, the following stakeholders were identified (Preskill & 
Jones, 2009): 
 Organizational representatives in health and service organizations that have adopted 
or are considering adopting CDSMP, including: health care and aging services 
providers (public health departments, senior centers, health plans, clinics, Area 
Agencies on Aging, etc.) 
 Local, state, and federal government agencies & policymakers – those with an interest 
in and accountability for state efforts in public health and disability prevention, 
chronic disease, and aging services, as well as local, state, and national legislators, 
and those that serve as intermediary agents to disseminate the program 
 Consulting and technical assistance organizations and other external support agencies 
that assist providers with CDSMP implementation or monitor the protocol 
implementation to ensure fidelity 
 Researchers and evaluators involved in studying dissemination and measuring 
implementation effectiveness 
 The community at large, including those with chronic conditions and consumer 
advocates. 
 
Table 15 provides an overview of these potential use(s) by stakeholder type. 
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Table 15. CDSMP Study: Potential Uses for Findings, by Stakeholder Type 
Stakeholder “type” Potential Use for Findings (examples) 
Organizations 
implementing CDSMP 
To make adjustments for how CDSMP is implemented by the organization, for 
example: 
 Since leadership was found to be important both at the manager and 
executive level – Defining characteristics of organizational champions and 
creating executive/manager teams to foster visibility and communicate the 
value of these types of programs 
 Providing support for the internal champion 
 Creating consortia of implementing organizations to share strategies for 
fostering internal communication about the strategic and mission 
importance of CDSMP 
 Using strategies offered by these organizations to enhance outreach, 
marketing, and measurement  
 Conducting an organizational network analysis of the key links or gaps in 
the organization or managers’ professional or referral network to help 
identify and build feeder systems into the CDSMP 
 Tapping the marketing and communications and public relations 
departments within the implementing organizations for ideas on 
promotional strategies for CDSMP  
 Since ongoing funding was another key issue, executive leadership across 
implementing organizations could form a coalition (together with other 
advocates) to raise awareness of the value of health promotion and 
disability prevention for persons with chronic conditions—and build public 
support for a change in the design and scope of medical benefit and 
insurance plan 
Gov’t agencies 
responsible for 
promoting public health 
and chronic disease 
prevention or 
management 
 
 
To shape/guide how the gov’t or other intermediary agency supports CDSMP 
implementation at the organizational level, for example: 
 Addressing the need for centralized marketing and referral to program sites 
 Increasing visibility of EBPs to senior executives of all types of service 
and health care organizations within the state/region/nation 
 Fostering organizational leadership around EBPs 
 Promoting collaborative peer networks and providing the infrastructure for 
shared information exchange between CDSMP providers within the state 
(e.g., through an electronic data warehouse) particularly to organizations 
without robust internal resources on community health education 
Policymakers To increase public awareness of and support for EBPs such as CDSMP, for 
example through: 
 Changing the Medicare program definition of covered services/benefits to 
include a set of EBPs with strong evidence for achieving quality, cost, and 
care outcomes (“triple aim”) 
 Increasing funding for the CDSMP program 
 Ensuring state commitment to ongoing training and technical assistance 
resources for implementation  
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 Ensuring that CDSMP is included in the State Plan 
 Funding a national public health promotional campaign to increase 
visibility for disability prevention and health promotion efforts that address 
chronic conditions 
 Funding (e.g., through NIH, AHRQ) Dissemination & Implementation 
studies that develop a consistent evaluation approach and capture effective 
implementation strategies that promote understanding of the contextual 
and organizational issues and strategies that are showing promise 
Consulting & technical 
support organizations 
To refine or redesign technical support provided to implementing 
organizations, for example through: 
 Modifying the content and type of support provided (such as webinars and 
other educational technical assistance modules as well as 1:1 consultation) 
to tailor information and help organizations focus on key factors that have 
been shown to promote implementation success 
 Assessing what type of organization is implementing the program and how 
differences in characteristics, readiness, or stage of implementation will 
influence what technical support is needed  
 Developing a repository of information on key aspects of implementation 
(e.g., recruitment strategies, position descriptions, volunteer management 
forms and methods, workshop success stories, evaluation and monitoring 
tools) that uses real-life case studies and strategies 
Researchers To enhance the study of organizational and contextual factors related to 
implementation of disability prevention and health promotion programs, for 
example: 
 By amending, refining, and improving the construct selection, instruments, 
and methods used in this study for further studies of organizations 
implementing EBPs 
 By sharing their own instruments and constructs and their D&I research on 
other EBPs in an open-access repository  
Consumers and 
consumer advocates 
 
 
 
 
 
 
To encourage organizations in their own cities and towns/regions to implement 
CDSMP and to make the public aware of external barriers that organizations 
face, for example: 
 By advocating for Medicare payment changes at the national level for 
EBPs benefit coverage 
 By contacting state representatives to ask for government support for the 
program under public health funding initiatives or community service 
initiatives 
 By using personal networks and personal social media channels to make 
people aware of the benefits experienced through attending a CDSMP 
workshop 
 By promoting human interest stories on the benefits of this and other EBPs 
through local news and cable access channels 
 
 
 117 
 
Dissemination Strategies 
 
Findings must be disseminated to stakeholders in a way that they can use.  The 
CDC Self-Study Guide
25
 counsels the researcher to consider the appropriate style, format, 
medium, and level of detail to present the findings from an evaluation or study to 
different stakeholders. A dissemination strategy takes into consideration, where these 
stakeholders might go for information, what kind of information they would want to 
have, and what might be a successful way to disseminate the findings that makes the 
findings most accessible/useable.  
Current sources of information and technical assistance on CDSMP include the 
Centers for Disease Control and Prevention, National Council on Aging, Agency for 
Health Care Research and Quality, Centers for Medicare and Medicaid Services, and 
Stanford University (among others). These organizations already promote policies and 
practices for the adoption, implementation, and sustainability of evidence-based 
programs, including the CDSMP. Stanford, which maintains the rights to the CDSMP 
protocol, also has resource repositories to guide implementation steps and fidelity (see for 
example, http://patienteducation.stanford.edu/licensing/FidelityManual2012.pdf). 
Dissemination of the results through these national agencies is a natural first step. These 
organizations already have electronic, publicly-accessible resource repositories. 
Organizations, states, technical assistance centers and researchers are familiar with these 
resource repositories. For example, the National Council on Aging has a webinar entitled: 
“Evidence-based Programs 101.” The results from this examination could be offered as a 
free-access downloadable PowerPoint presentation on this NCOA site 
(www.ncoa.org/improve-health/center-for-healthy-aging). Appendix F. provides a 
                                                          
25
 U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, 2011, p. 7. 
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summary table of possible strategies and formats/media that could be used for 
disseminating findings from this CDSMP study, by stakeholder type. 
Conclusion 
CDSMP is designed to help individuals do a better job of managing their 
conditions on a day- in, day-out basis. As such it holds potential for benefit among a large 
segment of the population. It will only have significant impact if it is implemented 
successfully and maintained by a large number of organizations. Organizations that 
expend time and money to adopt, implement, and sustain evidence-based programs must 
be supported in ways that are informed by a sound analysis of practice experience. 
Learning from a set of successful organizations (such as examined here) provides some 
insight.  
Revisiting the three research questions: 
1. What affected implementation success of the evidence-based Chronic Disease 
Self-Management Program among eight organizations located in two states?  
 
2. How did the external environment (focusing on state activities) enhance or 
impede CDSMP implementation?  
 
3. Did the method for retrospective examination used in this study provide sufficient 
information for comparison across organizational types? 
 
This examination found agreement among the 8 organizational representatives 
that the purpose and focus of CDSMP matched their organization’s mission and purpose 
for health status improvement and better self-care. Organizations were also alike in that 
they described the importance of internal champions and senior leader buy-in. The aging 
service organizations more often described the value of peer and collaborative networks 
as compared to the health care organizations. The health care organizations more often 
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described the value of their internal referral sources. The program factors examined 
focused on the protocol, training curriculum and fidelity guidelines. In this examination, 
the CDSMP protocol—already well-translated and tested for a wide variety of settings by 
Stanford University—enabled the adoption and implementation process. While this EBP 
is complex, the training, materials, guides, and fidelity monitoring helped ensure ease of 
implementation. The primary challenges that were identified included difficulty in 
recruiting participants and irregular or insufficient funding sources.  
While external factors were probed extensively by the investigator, these 
organizations focused more of their comments on their internal capabilities and strategies 
to implement CDSMP than on the external support provided (with the exception of the 
training and fidelity monitoring support). External support (e.g., from intermediary agents 
such as the state or from contracted technical assistance agencies) was very important to 
some of these organizations, but not so important to others. The external support from 
state agents was recognized as important at the beginning of the implementation process 
(particularly funding and training), but these organizations saw this as diminishing. This 
raises questions about how the need for this type of support by future implementing 
organizations will be addressed. 
The study design and methods worked well for this examination. The factors 
chosen for examination appeared relevant to the organizations and were useful in probing 
the implementation experience. The primary limitations of this study are due to a single 
researcher involved and the small sample size of organizations studied. The investigator 
attempted to address these issues through careful instrument design, attention to other 
research on CDSMP, discussions with several nationally recognized experts in the field 
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familiar with CDSMP and states’ activities under the ARRA grant, and guidance on the 
data definitions from the program manager for CDSMP at the national technical 
assistance organization maintaining the database on this program. 
Effective and sustained implementation improves program reach. More 
individuals affected by chronic disease learn better self-care management. Better self-
management improves health status, increases quality of life, and reduces health care 
costs.  
As health care and social support “systems” within the U.S. move haltingly 
forward toward more accountability for producing outcomes in health status among 
defined population (patient/client) groups, programs like CDSMP will become more 
relevant as a strategy for population health management. However, stakeholders who 
contribute to the success of CDSMP may or may not recognize that they share collective 
responsibility to support effective implementation of this and other evidence-based health 
promotion and disability prevention programs.  
Stakeholders are driven by their roles, responsibilities and interests—which may 
or may not be focused on this type of population health investment. The director of the 
department of health education within a health care system or within an aging services 
organization will discern among program options when deciding what programs to offer 
to the community. CDSMP will need to be evaluated as compared to other program 
options. Policymakers also make these kinds of determinations, but on a larger scale.  
In many ways the decisions made at each level (individual/consumer, program 
manager or champion, organizational executive, intermediary agent, regional or national 
technical support or assistance agency, funding organization, policymaker) change the 
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landscape and have the potential to directly affect the implementation success of the 
program both at the organizational level and overall. The key is whether each level or 
stakeholder group is aware of the others and whether they see themselves as part of a 
collective. The inter-dependency of stakeholders at all levels requires an intentional effort 
to work in a coordinated fashion towards a more integrated, systems approach. Such an 
approach will help realize the full promise of these evidence-based health promotion and 
disability prevention programs—designed for delivery throughout communities by a wide 
variety of organizations and individuals.# 
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APPENDIX A: SUMMARY OF LITERATURE REVIEW ARTICLES 
  
  
 
1
2
3
 
 
Key Words: Innovation Diffusion, Implementation Effectiveness, Older Adults, Community Setting, Program Adoption 
Article # 
Author  
Title, Journal 
Study Type, Unit of Analysis, 
Population, Approach 
Reviewer’s Synopsis  
Summary of Findings, Conclusions, 
Authors’ Limitations 
SUCCESS LEVEL ASSIGNED 
Factors Discovered related to 
Implementation or Diffusion  
#1  
Kaczorowski J, 
Chambers LW, Dolovich 
L, Paterson JM, 
Karwalajtys T, Gierman 
T, Farrell B, 
McDonough B, 
Thabane L, Tu K, 
Zagorski B, Goeree R, 
Levitt CA, Hogg W, 
Laryea S, Carter MA, 
Cross D, Sabaldt RJ 
 
Improving 
cardiovascular health at 
population level: 39 
community cluster 
randomized trial of 
Cardiovascular Health 
Awareness Program 
(CHAP), BMJ. 2011 Feb 
7;342:d442 
Study Type: RCT – randomized at the 
community level.  
Unit of Analysis: Local lead 
organizations of various types 
Population: Community dwelling 
residents aged 65 years or over in 
Canada 
Time period: 10 weeks for the 
intervention, plus one year follow-up 
afterward. 
Intervention: Cardiovascular 
assessment and follow-up with 
education through pharmacies. 
Implementation Approach: Central 
coordination of entire innovation 
diffusion as part of study design; the 
evaluation was independent from 
implementation. 
Program adoption: Very Good (100%) 
Intervention fidelity: High 
Maintenance: Appears good. 
 
Intervention Communities = 20; avg. of 
3393 persons per 
Control Communities = 19; avg. of 3830 
persons per 
Both matched. 
Findings: All 20 intervention communities 
successfully implemented Cardiovascular 
Health Awareness Program (CHAP).  
 
HIGHLY SUCCESSFUL 
Communities were assessed for readiness. 
The entire innovation diffusion among 
communities was centralized and 
controlled. 
PROGRAM - The program was translated 
effectively for use by a diverse set of 
organizations and practitioners. There was 
a good “fit” between program 
components and acceptance/perceived 
value of participants and pharmacists 
ORGANIZATION - Communities were 
assessed prior to selection to determine 
assets including capability. The use of local 
resources, particularly the peer 
volunteers, was instrumental to the 
success. 
ENVIRONMENT - There was buy-in by key 
stakeholders in each community (used 
opinion leaders, had physician and lead 
organization champions, had buy-in from 
pharmacies—the interventionists who 
performed the assessments).  However 
the costs of the assessments and 
promotion program were not discussed—
making it difficult for other communities 
to discern what resources would be 
required for replication. 
PROCESS - Extensive ongoing technical 
assistance, guidance, and support were 
provided 
 
  
 
1
2
4
 
#2 
Toobert DJ, Strycker 
LA, Glasgow RE, Barrera 
M, Bagdade JD. 
 
 Enhancing support for 
health behavior change 
among 
women at risk for heart 
disease: the 
Mediterranean 
Lifestyle Trial 
Health Educ Res. 2002 
Oct;17(5):574-85 
Study Type: RCT with process 
evaluation using RE-AIM framework for 
implementation review 
Unit of analysis: primary care practice 
with community resources 
Population: post-menopausal women 
with type II diabetes at high risk of CHD 
from targeted primary care clinics with 
community resource support 
Time period: 6 month intervention 
with 36-month follow-up 
Intervention: 3 phases: First a 3-day 
retreat; second, follow-up weekly 
group education and support sessions; 
third, community maintenance support 
through a computer-assisted process 
or lay leaders 
The evaluation and research team 
appear to be the same team members. 
Insufficient information to determine key 
elements. 
Randomization 156 into intervention group; 
123 usual care. CLM participants were 
randomized 
again 6 months later to one of two different 
maintenance conditions (78 each to lay-led 
peer 
group support or computer-based tailored 
community 
resources support). The article describes an 
ongoing study of 279 post-menopausal 
women with type 2 diabetes at risk of CHD—
but the study had not yet been completed.                              
Describes design, but not results. 
 
NOT SUFFICIENT DISCUSSION TO 
DETERMINE WHAT FACTORS WERE MOST 
IMPORTANT AT THE ORGANIZATIONAL 
LEVEL 
 
The authors describe how “Adoption” and 
“Implementation” and “Maintenance” 
were going to be assessed, but do not 
describe the results of these assessments  
 
#3 
Campbell MK, 
Resnicow K, Carr C, 
Wang T, Williams A.  
 
Process Evaluation of 
an Effective Church-
Based 
Diet Intervention: Body 
& Soul; Educ Behav. 
2007 Dec;34(6):864-80. 
 
 
 
 
 
 
 
 
Study Type: RCT  
Unit of analysis: Churches 
Population:  African-Americans (who 
attend church) in selected US states. 
Intervention: Body & Soul Intervention 
included pastor pulpit announcements 
and church events, educational 
materials and presentations, 
motivational interviewing, and self-
help materials, with an explicit goal to 
increase fruit & vegetable intake. 
Duration was 6 months. 
 
The evaluation was independent from 
the intervention research team. The 
funding came in part from a national 
organization (American Cancer 
Society). 
 
 Program Adoption: was 25-50% 
Intervention fidelity: Mixed (not all 
components implemented) so estimated at 
not more than 66% implemented with 
fidelity  
Maintenance: Among the 8 intervention 
churches also unclear 
 
15 churches (8 intervention,7 comparison) 
from the southeast, mid-Atlantic states and 
California (U.S.). Churches grouped into 
matched pairs based on size, SES and 
urban/rural. Data were collected by a church 
liaison designated for each church. Up to 
100 participants per church; monetary 
incentive to church of $5 per participant. 
Total of 1,022 participants aged 47 to 116 
years enrolled, with 85% (864) completing 
the follow-up after 6 months. 
UNSUCCESSFUL  
PROGRAM - The program’s purpose 
appeared to be valued by churches-- 
However it may have had too many 
components for some smaller churches to 
manage or the research and data 
collection components may have been 
burdensome Only ½ to ¼ were willing to 
engage in the study. Program expectations 
may not be a good fit for smaller 
churches. 
ORGANIZATION – Churches were not 
assessed for program “readiness.” Any 
church indicating interest was accepted. 
The participation of the lead pastor was 
found to be particularly important (leader) 
and church liaisons (champions) were also 
key.  The use of church volunteers was 
instrumental to the success. 
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#3 
Campbell MK, 
Resnicow K, Carr C, 
Wang T, Williams A.  
 
 
Process evaluation focused on the 8 
intervention churches. Using RE-AIM 
framework and definitions, reach at the 
organizational (church) level was from 25-
50% - outreach vs. acceptance of the church 
participating in the RCT. Drop out was 1 
church out the original 16 that had agreed to 
the study (prior to randomization).  Reasons 
for refusal included data collection burden 
and time constraints (similar nature). 
Regarding implementation fidelity, only 
some of the churches implemented the 
minimum elements of the intervention. 
Some trained volunteers (N=64 volunteers) 
who were to make calls elected not to and 
therefore only 2/3 of individuals enrolled 
received this element of the intervention.  
This was considered an issue for program 
fidelity and the researchers concluded more 
training and ongoing support would be 
needed. 
Barriers to implementation included time 
available by church staff, liaisons and 
volunteers and fading interest of some of 
the volunteers. 
Challenges for evaluating implementation 
diffusion and issues included lack of 
participant logs and therefore data for 
analysis, variability of effort across church 
communities and volunteers.  
The researchers/authors note the need for 
time, energy, support and funding for 
churches to maintain such projects and 
recognize there is no clear path for these 
resources to flow to churches.   
ENVIRONMENT – The churches were 
assumed to be stable, with peer support. 
There was no clear plan or resource 
availability/allocation for continuation 
after the study—This is an issue that has 
been identified as a “turn-off” to 
communities and CBOs when considering 
participating in research studies 
(particularly in low income or ethnic 
minority communities), as even if the 
study is successful, there are no funds to 
maintain the effort. Related to this point, 
there is no discussion on the cost of the 
materials or training, making it impossible 
to discern the direct and indirect costs for 
this intervention.  
PROCESS – Data collection tools and 
training were provided, but it is not clear 
how much ongoing guidance and technical 
support were available to the churches if 
more help was needed.  
ANALYSIS LIMITS 
The researcher-team was distant, not 
embedded in the community and 
interaction was only via telephone. Thus, 
the research team may not have fully 
understood consumer or church factors 
that are important to the understanding 
of context/environment or 
implementation challenges.  
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2
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#4 
Glasgow RE, Strycker 
LA, King DK, Toobert DJ, 
Rahm AK, Jex M, 
Nutting PA.  
 
Robustness of a 
computer-assisted 
diabetes self-
management 
intervention across 
patient characteristics, 
health care settings, 
and intervention staff. 
Am J Manag Care. 2006 
Mar;12(3):137-45. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Study Type: RCT 
Unit of Analysis: Physicians in group 
practices 
Randomization of patients within 
physician’s panel  
Population: Older adults with type 2 
diabetes 
Intervention: An in-person (conducted 
outside of the primary care setting) 
computer-assisted behavior change 
program to facilitate healthful dietary 
and physical activity practices 
compared to a less-intense program.  
 
Intervention participants received a 
30- to 40-minute computer-assisted, 
tailored self-management (TSM) 
session with multimedia, personalized 
feedback and goal setting. The 
program generated a 2-page printout 
for the participant and a 1-page 
summary for his or her physician. The 
coach reviewed the personalized 
behavior change plan with the 
participant and discussed the goals and 
strategies. Participants were also given 
a strength training plan, tailored to 
specific ability levels, to perform 
strengthening exercises, an illustrated 
instruction book, and a videotape. The 
TSM participants also received brief 
follow-up telephone calls from their 
coach 1 and 4 weeks after the visit to 
check on progress and to revise goals 
and strategies, as needed. Finally, a 
tailored newsletter was mailed to 
participants 
 
Program Adoption – less than 50% of 
approached 
Intervention fidelity – Appears high 
Maintenance – high for individuals, but 
unknown for primary care practices. 
 
The objective of this study was to evaluate 
the robustness of effects of a computer-
assisted diabetes self-management program 
(and implementation diffusion among two 
types of physician practices based on HMO 
employment status). 
 
Forty-two primary care physicians agreed to 
participate out of 89 solicited. There were 9 
refusals among HMO physicians and 36 
refusals among non-HMO physicians 
resulting in 34 HMO and 8 non-HMO 
physicians.  
Study patients were 217 adults with type 2 
diabetes mellitus.  
 
The intervention was conducted outside of 
the primary care setting by research staff 
members (“Health Connection coaches”) 
trained in motivational interviewing 
techniques. Seven coaches (interventionists) 
with varied credentials and experience were 
trained. None had experience coaching 
people with diabetes mellitus. 
 
Reach 
The overall patient participation rate was 
41% but varied by the type of setting from 
which patients received their care. A smaller 
percentage of HMO patients (38%) than 
non-HMO patients (54%) participated (P < 
.001). 
MODERATELY SUCCESSFUL 
PROGRAM – The original intervention 
appeared to have been appropriately 
translated into a computer-assisted 
program for use in community settings. 
The interventionist (coach) was an integral 
part of the translated RCT.  
CONTEXT – The portal for involvement by 
individuals was through physicians (either 
HMO or non-HMO employed)  
CONTEXT/ENVIRONMENT – Cost of the 
computer assisted self-management 
training was not discussed except to say 
that it was borne by the study team. This 
lack of information makes it difficult to 
comment on whether the TSM program 
would be maintained by the physician 
practices if they had to bear the full cost. 
PROCESS – The use of the coach 
interventionist and their background and 
experience is discussed. Though they 
differed in education, discipline and 
background, there were no differences in 
program fidelity outcomes, indicating that 
the training provided was sufficient for 
capability development as long as the 
coach had a bachelor’s degree (minimum 
among all). 
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#4 
Glasgow RE, Strycker 
LA, King DK, Toobert DJ, 
Rahm AK, Jex M, 
Nutting PA.  
 
3 weeks after the second telephone 
call.  
Control participants randomized to 
enhanced standard 
care also had a 1-on-1 session with a 
coach but 
received a health risk appraisal (HRA) 
multimedia 
computer-assisted session that 
provided more general 
age- and sex-appropriate information 
on preventive 
health measures 
 
Primary outcomes are dietary patterns 
and physical activity levels. Secondary 
outcomes were on RE-AIM elements of 
program adoption, consistency of 
program delivery, and outcomes by 
staff member 
 
Duration: Intervention lasting 2 
months  
Effectiveness 
Effectiveness analyses focused on the 
consistency of effects across different 
patient and intervention staff factors. There 
was demonstrated improvement between 
baseline and the 2-month follow-up. 
Adoption 
There was a large difference in participation 
rates between HMO and non-HMO 
physicians. More than three quarters (76%) 
of invited HMO physicians participated in 
the project, compared with only 18% of non- 
HMO physicians (P < .001). 
Implementation and Interventionist Effects 
The intervention was implemented 
consistently by all intervention staff, and 
there were no differences across the 7 
interventionists in the application of any of 
the 3 implementation variables (computer 
assessment and intervention, collaborative 
goal setting, and followup telephone calls). 
Maintenance/Attrition 
The only measure available for the analysis 
related to maintenance was attrition. There 
was little attrition during the first 2 months 
of the study, and attrition did not differ by 
treatment condition (11% of TSA group 
subjects vs 7% of HRA group subjects, P = 
.32).  
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#5 
Hannon PA, Bowen DJ, 
Christensen CL, 
Kuniyuki A 
 
Disseminating a 
successful dietary 
intervention to faith 
communities: feasibility 
of using staff contact 
and encouragement to 
increase uptake. J Nutr 
Educ Behav. 2008 May-
Jun;40(3):175-80. 
Study Type: RCT 
Unit of Analysis: Faith Communities 
(FCs) 
Population:  
Intervention: “Eating Healthy for Life” 
– previously RCT tested in FCs in the 
same area. 
 All FCs received intervention 
materials, monetary support, and a 
Healthy Eating 
Coordinator (HEC), who was available 
to answer questions or provide 
assistance. Intervention FCs 
additionally received monthly contact 
from the HEC 
Outcomes: Number of activities 
completed by the FC according to a 
goal checklist (e.g. at least 5 social 
activities, at least 4 healthy eating 
sessions, at least 5 advisory meetings, 
and at least 9 motivational messages) 
Duration: Intervention was 9 months 
 
[NOTE: The authors describe the focus 
on the use of the HEC as a change 
agent.] 
 
Program Adoption – 60% 
Intervention fidelity – moderate to poor 
Maintenance – Appears unlikely in 3 out of 
7 (under 50%) 
Objective: To test the feasibility of a 
dissemination strategy to increase faith 
communities’ (FCs) adoption and 
implementation of a tested dietary 
intervention. 
Setting: Seattle, Washington, metropolitan 
area. 
Participants: Seven FCs assigned to an 
intervention group and five to a comparison 
group to test diffusion out of 20 FCs that had 
been “waitlisted” in the original RCT for the 
“Eating Healthy for Life” (EHL)  
Analysis: The authors performed descriptive 
analyses and compared median number of 
activities performed by intervention and 
control FCs. 
Results: None of the FCs achieved the 
recommended goals for the minimum 
number of total intervention activities to be 
attempted (the authors note that this is a 
strong concern but then go on to report the 
results of the study as effective). Eleven of 
the 12 participating FCs completed the goal 
checklist.  In the intervention arm, 6 of the 7 
FCs performed at least 1 intervention 
activity; of these, 2 implemented all 4 types 
of activities. In the comparison arm, 1 of 4 
FCs implemented all 4 intervention 
activities.  
 
UNSUCCESSFUL 
PROGRAM – Although not discussed, it is 
interesting to note that out of the 20 
waitlisted FCS, 8 of them declined 
participation. The authors do not explore 
why. This may indicate a perceived lack of 
value or concern about complexity or 
resource constraints on the part of the FCs 
that would relate to program fit/value or 
organizational readiness of FCs for this 
intervention.  
ORGANIZATIONAL READINESS – Out of the 
7 intervention FCs, only 3 appear to 
implement the activities in a robust way. 
One FC already had an active health care 
advisory team prior to the beginning of 
the study and was already doing nutrition-
related activities. Another FC also had a 
health care team in place prior to the 
study. The authors recognize that there 
may be “need for extra guidance and 
contact during intervention 
dissemination” for organizations that have 
no existing structure and have not been 
attempting similar activities. 
PROCESS – The results suggest that the EB 
program had been effectively translated 
for use in FC settings. The most critical 
component of the diffusion strategy was 
the deployment of the HEC—a trained and 
knowledgeable technical support person 
from the study team. 
ENVIRONMENT – The cost of the 
intervention was borne by the research 
team. It is not clear how this would be 
supported by churches in the future if 
they had to bear the cost. 
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#6 
Bopp M, Wilcox S, Laken 
M, Hooker SP, Saunders 
R, Parra-Medina D, Butler 
K, McClorin L.  
 
Using the RE-AIM 
framework to evaluate a 
physical activity 
intervention in churches. 
 Prev Chronic Dis. 2007 
Oct;4(4):A87. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Study Type: comparison groups of 
African Methodist Episcopal churches 
across South Carolina (N=303 
churches which was about half of all 
churches) 
Also: qualitative data collection and 
analysis 
Unit of Analysis: Churches 
Population: African American 
attending AME churches (primarily 
middle-aged women)  
Target: All AME churches in S.C. (N> 
600) were targeted, with half eligible 
to begin in year 1 and half in year 2.  
Desired outcomes: increase physical 
activity (PA) among church members 
and embed the program within the 
churches in the study. 
 
Intervention: praise aerobics (i.e., 
aerobics set to gospel music), chair 
exercises, walking programs, and a 
behavior and skill-based class that 
focused on helping participants 
become active and eat healthfully. 
The Physical-e-Fit program also had 
educational messages about PA 
posted within the church and built 
PA into other church activities. 
Duration: 3 years 
Program Adoption – 50% (statewide among 
churches). Adoption by individuals within 
churches very low 
Intervention Fidelity – incomplete 
information – based on sample of 50 
interviews, fidelity was low/poor 
Maintenance – unlikely except in larger 
churches 
The authors assessed the diffusion of the 
Health-e-AME Physical-e-Fit intervention 
using the RE-AIM framework of program 
evaluation.  
Components: The Health-e-AME project 
staff trained health directors (HDs) or 
physical activity coordinators (PACs) to 
deliver the intervention within their 
churches’ health ministry. HDs are 
responsible for all health-related activities in 
their churches, and PACs are responsible 
only for the Physical-e-Fit program. 
Reach - 50% program adoption rate among 
all churches. Within the group of churches 
that chose to implement the program, rates 
of adoption varied from 80% to 52% of 
churches. Overall, 6 of 13 small, 8 of 15 
medium, and 19 of 22 large churches 
adopted the program; 7 of 13 small, 7 of 15 
medium, and 3 of 22 large churches did not 
adopt (larger churches in this sample more 
likely to adopt). 
889 individuals participated in the 
intervention—ranging from 0% in one 
church to 100% in another, with a median of 
8% among older adults. The intervention 
had no significant effect on getting people to 
follow public health recommendations for 
PA (P = .08). Females were much more likely 
to participate than males. 
UNSUCCESSFUL 
PROGRAM – Evidence that the PA 
program needed additional translation 
(e.g., for men, older adults). 
ORGANIZATIONAL – Evidence that the 
smaller and medium sized churches 
needed enhanced capability or resources 
to implement and sustain. 
ENVIRONMENTAL/SYSTEM- Evidence that 
even an intervention designed from within  
a particular population group and tested 
in this group may have challenges in 
diffusion given factors in the church 
environment . Financial and human 
resources would clearly be an issue for 
sustaining the program.  
PROCESS – Evidence that intervention 
fidelity was not fully maintained at least in 
some churches (lack of adherence to 
program principles is mentioned), 
although given the small sample (50 
interviews out of 303 churches) the size of 
this problem is unknown. More training 
and ongoing technical support or 
additional resources needed. 
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#6 
Bopp M, Wilcox S, Laken 
M, Hooker SP, Saunders 
R, Parra-Medina D, Butler 
K, McClorin L 
Intervention fidelity - Walking programs 
were the most commonly offered, and the 
behavior-change class (8 Steps to Fitness) 
was the least commonly offered. Adherence 
to program principles ranged from 50% to 
100%. Screening potential participants to 
ensure they could safely engage in praise 
aerobics was the principle least adhered to. 
Researchers selected 50 HDs or PACs to 
interview for qualitative component of 
study. Interviewees who had heard of 
Health-e-AME were significantly more likely 
to report engaging in some type of PA at the 
1- and 2-year follow-ups, and were 
significantly more likely to be following PA 
recommendations at the 2-year follow-up 
interview than at the 1-year interview. 
Maintenance: Of the 25 churches with HDs 
or PACs who were trained during the first 
year, 13 were still offering at least one PA 
component when interviewed, 7 had begun 
the intervention but were no longer offering 
any components, and 5 had never offered 
any components. The 13 churches that were 
still offering intervention components most 
often cited lack of motivation or 
commitment from the congregation (38%) 
as their greatest challenge to maintaining it. 
The primary reasons (71%) that seven 
churches stopped offering PA components 
were problems related to the HDs or PACs 
(e.g., health problems, family or work 
commitments). 
  
  
 
1
3
1
 
#7 
Riggs NR, Nakawatase M, 
Pentz MA 
 
Promoting community 
coalition functioning: 
effects of Project STEP.  
Prev Sci. 2008 
Jun;9(2):63-72. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Study Type: RCT – 3 groups 
Unit of Analysis: Cities 
Population:  24 small to mid-sized 
cities in 5 states 
Intervention: 3 diffusions compared 
– (1) TA- interactive televised 
prevention training of community 
leaders + off-site technical assistance 
through phone, mail, internet (8 
cities); (2) TX- interactive televised 
training alone (7 cities); or (3) CN- 
independent control with standard 
prevention (9 cities) 
Duration: 5 years 
Program Adoption – Very good. (Appears 
that all but one community contacted 
participated) 
Intervention fidelity – Authors do not 
discuss lack of fidelity as an issue. 
Maintenance – Effects of the TA 
intervention were maintained, although 
there is a decay effect 
 
Project STEP (Steps Toward Effective 
Prevention), a multistate, multi-community 
prevention diffusion trial, was designed to 
address two major challenges in 
disseminating evidence-based prevention: 
promoting community selection (adoption) 
and implementation of effective prevention 
programs, and increasing coordination 
within and among community organizations 
that are responsible for prevention in their 
communities. 
For this study, participants were the 154 
community leaders who regularly attended 
coalition meetings (at least four per year, or 
quarterly) and who completed surveys at 1.5 
and 3 years. 
Outcomes: Two measures were used for this 
study. The Community Leader Survey 
measured community coalition organization 
and community leader risk, as well as 
mediator and outcome variables pertaining 
to adoption, implementation, and diffusion 
of evidence-based prevention programs. 
Results: By 1.5-year follow-up, STEP 
coalitions reported higher quality of 
strategic plans, committee functioning, and 
actual prevention plan activities than did 
control coalitions. Differences were 
maintained through 3-year follow-up for 
HIGHLY SUCCESSFUL 
PROGRAM – Appears that the TA and TX 
interventions were well prepared for 
diffusion. The perceived value of a 
community diffusion strategy for 
prevention efforts appears to be high 
among these communities. 
 
ENVIRONMENT/CONTEXT – The context 
for diffusion of innovation in these 24 
cities is not discussed other than the 
population size.  
The cost of the training, if implemented 
on a large scale, appears minimal to a 
specific community, however this is 
always a concern and needs further 
discussion and analysis. 
 
PROCESS - The community leaders within 
cities who lead or facilitate coalitions 
around prevention efforts are the focus 
of this intervention and it appears the 
training and other materials were 
effective. The authors recognize the need 
for ongoing or “booster” training to 
maintain or build capability within this 
group. 
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#7 
Riggs NR, Nakawatase M, 
Pentz MA 
 
quality of strategic prevention plans and 
prevention plan activities. This suggests that 
the effect of the STEP televised trainings 
endured for prevention planning and activity 
related aspects of internal coalition 
functioning for at least 3 years post-
implementation. Authors note that 13 out of 
15 intervention communities, compared to 
only 5 out of 9 control communities, had 
active coalitions at both follow-up periods.  
# 8 
Wilcox, S. 
Dowda, M., Leviton,L. 
Bartlett-Prescott, J., 
Bazzarre, T. Campbell-
Voytal, K. Carpenter, 
Castro, C. Dowdy, D., 
Dunn, A., Griffin, S., 
Guerra, M. King, A. Ory, 
M. Rheaume, C., Tobnick, 
J. Wegley, S 
 
Active for Life: Final 
Results from the 
Translation of Two 
Physical Activity 
Programs 
Am J Prev Med 
2008;35(4) 
 
Study Type: Pre-test/Post-test, quasi-
experimental design 
Unit of Analysis: Communities 12 
sites in 9 communities 
Intervention: Active for Life 
In AFL, Active Choices was a 6-month 
telephone-based and ALED a 20-
week group-based lifestyle behavior 
change program designed to increase 
physical activity, and both were 
grounded in social cognitive theory 
and the trans-theoretical model. The 
interventions were evaluated in 
Years 1, 3, and 4. An adapted 
shortened ALED program was 
evaluated in Year 4. 
Duration: 4 years 
 
 
 
Program Adoption – NA (sites were 
competively selected)  
Intervention fidelity – high 
Maintenance – High 
One of two interventions were chosen by 
project communities (selected through a 
competitive grant-funding review process) 
A National Program Office provided 
technical assistance for program marketing, 
recruitment, budget management, and 
sustainability planning. A detailed process 
evaluation tracked intervention fidelity and 
the use of technical assistance. 
Posttest survey response rates were 61% for 
Active Choices and 70% for ALED. Significant 
increases in moderate- to vigorous-intensity 
physical activity, total physical activity, and 
satisfaction with body appearance and 
function, and decreases in BMI were seen 
for bothprograms. Depressive symptoms 
and perceived stress, both low at pretest, 
also decreased over time in ALED. Results 
were generally consistent across years and 
sites. 
 
HIGHLY SUCCESSFUL 
PROGRAM – The physical activity 
programs appear to be well translated  
for use and valued by the communities 
and participants 
 
CONTEXT/ENVIRONMENT – Communities 
are not extensively described 
Cost was not discussed, so it is unclear 
how the AFL programs would be paid for 
in the future. 
 
ORGANIZATIONS – Organizations applied 
to participate and were competively 
selected, indicating at least some level of 
readiness 
 
PROCESS – A NPO provided ongoing 
training and technical assistance and 
followed an iterative process for 
responding to issues that communities or 
sites raised as the study continued. 
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#9  
 Lorig, K.,  Hurwicz, 
M., Sobel,D., Hobbs, 
M. Ritter, P.  
 
A national 
dissemination of an 
evidence-based self-
management 
program: a process 
evaluation study.  
Patient Education 
and Counseling 59 
(2005) 69–79 
Study Type: Process evaluation 
(qualitative analysis) of dissemination 
of a previously RCT tested intervention 
(CDSMP) across a large system (Kaiser 
Permanente) 
RE-AIM framework and components 
were used to evaluate 
dissemination/diffusion. Unit of 
Analysis: health setting (based on 
interviews of directors at each practice 
setting through Round 1 and Round 2 
using a validated criteria and 
questions) 
Data are from 291 telephone 
interviews (conducted in 
two exploratory rounds), and 225 final 
round questionnaires 
 
Population: Older adults 60+ treated in 
KP settings. Of the 12 KP regions, 1 
declined (closing operations) and 1 
delayed the implementation . 
Following the original four master 
trainings (in 1997), one region made an 
administrative decision not to offer the 
program and one region attempted to 
offer the program but was not able to 
recruit participants, bringing the 
number of regions to 8.  Another 
region was added during the 3 year 
dissemination study, bringing the total 
to 9. 
 
Intervention: 6-week peer-led Chronic 
Disease 
Self-Management Program 
Duration: 3 years (with an additional 3 
years of experience prior 
Program Adoption: Good for organizations (9 
out of 13 approached -almost 70%); Difficulty 
with adoption by participants (1/3 of all 
workshops cancelled due to lack of 
participants) 
Intervention Fidelity: Fidelity to the program 
content did not appear to be a problem  
Maintenance: 5 out of 9 regions (over 56%) 
 
The 3-year grant funding only covered the 
process evaluation--not the site costs. Training 
functions comprised a major focus of the 
dissemination. The peer leaders attended a 
3.5-day training following a detailed leader 
manual. In 4.5-day sessions, these trainees 
were also prepared to train other leaders using 
a detailed master trainer manual, with an 
additional 4 h of training. Ongoing technical 
assistance through centralized 
research/support team at Stanford. 
Barriers: 
The biggest difficulty expressed was with 
recruitment of participants. The authors note: 
“Because the program is not disease-specific, it 
is not well understood by either health 
professionals or patients, who tend to think in 
terms of specific diseases rather than general 
coping skills for chronic illness. In some cases, 
this led to perceived redundancy, confusion, 
and competition with other programs 
including disease-specific education, chronic 
pain, and stress management offerings.” In the 
first year of dissemination, these recruiting 
problems resulted in cancellation of 1/3 of the 
workshops due to lack of participants. 
Peer Leader Model: Although the peer leaders 
were considered a strength of the program, 
recruiting and retaining them was reported as 
HIGHLY SUCCESSFUL 
PROGRAM – Translation of the RCT 
protocol and preparation of materials 
appear good. Content of program relates 
well to the target population (adults 
60+), however the “program fit” with the 
KP practices and participants offered 
challenges. 
ORGANIZATION – Implementing regions 
differed in response to the intervention 
 CONTEXT/ENVIRONMENT– The health 
care/managed care system is a large, 
well-known and credible organization 
with extensive resources, however 
several regions did not accept the 
program—either due to resource 
concerns or perceived overlap of this 
intervention with other efforts, or a mis-
match between the culture/environment 
and this intervention  
ENVIRONMENT – The cost of the 
intervention was borne by the KP sites 
and by the staff members who were 
asked to volunteer their time (untenable 
model for long-term sustainability). Likely 
KP would target higher risk members to 
the program to realize cost savings.  
PROCESS – It appears that the 
regions/organizations were provided 
extensive support and ongoing TA 
through the research evaluation process. 
90% of the participants said the training 
was sufficient.  
Ongoing TA and support would have to 
be provided by KP following the study—it 
is not clear how the CDSMP program 
would be supported as trained peer 
leaders left the organization.  
  
 
1
3
4
 
incorporated). (A previous 1-yr 
dissemination study was conducted 
with 700 participants to confirm the 
CDSMP effects would be maintained 
within the KP practice settings). 
 
 
 
a significant barrier to implementation.  
RE-AIM (Reach, Efficacy, Adoption, 
Implementation, Maintenance) criteria were 
modified based on the results of exploratory 
rounds 1 and 2. The specific Reach criteria 
were: (1)CDSMP offered on an ongoing basis, 
(2) courses offered in several sites within a 
region, and (3) ability to recruit participants. 
The Efficacy criterion was: (4) data 
demonstrating CDSMP effectiveness as 
measured by improved health status and 
reduced health-care utilization. The Adoption 
criterion was that (5) a region initially adopted 
and attempted 
to implement the program. There were several 
Implementation criteria: (6) ongoing training 
of master trainers resulting in an adequate 
number of master trainers, (7) ongoing 
training of peer leaders resulting in an 
adequate number of peer leaders, (8) 
sufficient referrals from physicians and other 
health-care professionals, and (9) low drop out 
rate. Finally there were three Maintenance 
criteria: (10) integration into the continuum of 
care, (11) adequate ongoing staffing and 
funding, and (12) ongoing workshops 
scheduled. 
RESULTS: Five of the 9 regions met most or all 
of the success criteria. The program was not 
being given in 3 regions, and 1 region 
continues to give courses but did not meet half 
or more of the success criteria at the end of 
the study period. 
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#10  
Boyd, C.,  Boult, C.,  
Shadmi,E.,  Leff, B., 
Brager, R., Dunbar, L, 
Wolff, J., Wegener, S.  
 
Guided care for multi-
morbid older adults. 
The Gerontologist. 2007 
Vol. 47, No. 5, 697–704 
 
Study Type: Pilot study with 
community-based guided care nurse 
working with 2 physicians in one 
practice in Baltimore, MD 
Unit of Analysis: 
Population: Older adults who were 
multi-morbid (multiple chronic 
conditions) 
Intervention: Guided Care is an 
intervention focused on improving a 
patient’s self-management of their 
disease or condition, using a nurse 
who provides an assessment in the 
patient’s home, creates a 
personalized action plan, conducts 
education and provides ongoing 
coaching. Each nurse works with 50-
60 patients coordinating with 5-6 
physicians 
Duration: 
Program Adoption: Only two physicians 
approached, and both agreed (limited scope) 
Intervention Fidelity:  Appears high 
Maintenance: Appears promising 
Authors’ provide observations regarding 
implementation in two new practice settings 
as follows: 
 
“Integrating the GCN into the work flow of the 
office practice required several months of 
orientation and problem solving. The support 
of the physicians, who were initially somewhat 
skeptical about Guided Care, was essential in 
developing effective teamwork in the practice. 
In informal debriefings at the end of the pilot 
year, the physicians expressed appreciation 
and enthusiasm for Guided Care. They 
observed that the GCN had improved the 
quality of the patients’ chronic care, especially 
the communication and coordination among 
providers. They estimated that the time they 
had devoted to communicating with the GCN 
had been offset by reductions in the time they 
had to devote to unreimbursed tasks, such as 
requesting referrals, responding to telephone 
calls, and coordinating care with other 
providers. Both physicians expressed a strong 
desire to work with a GCN again in the future. 
Anecdotal reports indicated that the patients 
and families were happy to have received 
Guided Care.” 
 
Authors’ Conclusions: A 1-year pilot test in a 
community-based primary care practice 
suggested that Guided Care is feasible and 
acceptable to physicians, patients, and 
caregivers. 
LIMITED SCOPE – BUT APPEARS 
SUCCESSFUL (Cannot be ranked due to 
lack of detail within article) 
 
PROGRAM – While physicians were 
initially skeptical, the program appears to 
have value—with both physicians 
expressing interest in it being continued. 
ORGANIZATION – Physician practices 
were receptive, but some readiness 
preparation would be needed at the 
practice level—e.g., prep for a team 
approach for care, prep for the GCN to 
use the electronic health record, prep for 
referral of patients to the GCN, and prep 
for the GCN and physician 
communication about patient issues to 
be seamless/effective.  
ENVIRONMENT -  Financial sustainability 
(finding a way to pay for the GCN) is 
mentioned as a key element for 
sustainability. The cost of the program is 
meant to offset health care costs, but 
this is an untenable model under fee-for-
service reimbursement. To the extent 
that the total costs of care are borne by a 
single payer and that payer is willing to 
invest in prevention versus medical care 
costs of hospitalization or other higher-
cost services, then the GCN approach 
may have acceptance in the provider and 
payer community.  
PROCESS – The community Guided Care 
Nurses were trained by the original 
research team creating the intervention. 
It appears that their preparation was 
sufficient. 
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#11 
Ory MG, Smith ML, 
Wade A, Mounce C, 
Wilson A, Parrish R.  
 
Implementing and 
Disseminating an 
Evidence-Based Program 
to Prevent Falls in Older 
Adults, Texas, 2007-
2009. Prev Chronic Dis 
2010;7(6). 
http://www.cdc.gov/pcd
/issues/2010/nov/09_ 
0224.htm. Accessed 
March 31, 2012 
Study Type: The evaluation team 
created a detailed evaluation 
manual to standardize 
implementation processes and 
obtain common data across all 
participating sites. 
 Two years of administrative and 
participant data were reviewed from 
classes conducted from September 
2007 through 
September 2009. Participants were 
recruited to the program through 19 
participating AAAs and other 
partnering  community-based 
organizations. 
Unit of Analysis: AAA region or 
county 
Population: Older adults living in 
Texas 
Intervention: A Matter of 
Balance/Volunteer Lay Leader model 
(MOB) is an evidence-based activity 
program for community-dwelling 
older adults; it is intended to reduce 
fear of falling and increase physical 
activity levels among seniors. 
Duration: 
Program Adoption: Very Good (> 75% of 
counties) 
Intervention Fidelity: High 
Maintenance: Very Good (two year 
maintenance success with evidence of 
between 69-84% retention of capacity for 
program) 
 
Result: The study included 3,092 older Texas 
residents. Program capacity was built by 
certifying 98 master trainers and 402 lay 
leaders and delivering 227 classes.  Of the 
3,092 participants, 87% had baseline data, 56% 
had post-intervention data, and 51% had both. 
Of the 98 people trained as master trainers, 83 
were still actively training after 2 years. Of the 
402 people trained to be lay leaders, 278 were 
still active after 2 years. 
 
As of October 1, 2009, 227 MOB classes had 
been delivered at 146 unique sites. The most 
frequent implementation sites were senior 
centers (77 classes) and residential facilities 
(63 classes). Other sites included faith-based 
organizations (23 classes), health care 
organizations (12 classes), and workplaces (7 
classes).  
Programs retained most participants: 76% of 
class participants completed at least 5 of 8 
sessions. The average class size was 15 
participants, which was larger than the ideal 
class size of 8 to 12 participants. Twenty-six of 
the 28 AAAs contracted to deliver the 
program, for a potential reach of 236 of 254 
Texas counties. 
 
HIGHLY SUCCESSFUL 
PROGRAM – Appears that the translation 
was very strong—with extensive 
attention to making the intervention 
work in a variety of practice settings. 
Rate of adoption indicates a strong 
perceived value of the MOB program 
among both organizations and 
participants,therefore the “program fit” 
was very good. 
CONTEXT/ENVIRONMENT – The 
environment of the aging services and 
CBO network appeared very receptive to 
this program. Funding resources were 
offered statewide, indicating embedded 
support. For ongoing diffusion of MOB, it 
is assumed the AAAs would continue to 
pay for training of instructors. 
ORGANIZATION – A variety of types of 
CBOs implemented the program with 
fidelity, indicating either a natural 
readiness or capacity or simplified and 
easy-to-follow implementation 
guidelines at both the organization and 
peer leader level. 
PROCESS – The training process 
appeared to be very effective and (since 
it was disseminated statewide) scaled 
appropriately for widespread diffusion. 
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#12 
 SEYMOUR, R. HUGHES, 
S.  CAMPBELL,R. HUBER, 
G.  AND 
DESAI, P.  
 
Comparison of Two 
Methods of Conducting 
the Fit and Strong! 
Program 
Arthritis & Rheumatism 
(Arthritis Care & 
Research) Vol. 61, No. 7, 
July 15, 2009, pp 876–
884 
Study Type: 2-group pretest/post-
test design to evaluate the impact of 
this adaptation from use of physical 
therapists to certified fitness 
instructors  
Unit of Analysis: 1 site (local senior 
center) 
Population: Participants were 
community-dwelling older adults 
who were recruited by newsletters, 
local media announcements, 
and presentations to senior groups 
Intervention: 8-week group exercise 
plus 6 month follow-up 
Duration:  
Program Adoption: 1 site only – scope too 
small to comment, individual participation 
good. 
Intervention Fidelity: Appears strong 
Maintenance:  Uncertain 
 
The study was a translation study, not a 
diffusion study. It tested the impact of a shift 
in instruction type and instructor type on 
participant outcomes using a 2-group design. 
The first 161 participants to sequentially enroll 
received instruction from PTs. The next 190 
sequential enrollees received instruction from 
CEIs. All participants were assessed at 
baseline, at the conclusion of the 8-week Fit 
and Strong! program, and at the 6-month 
followup. 
Results. Researchers saw no significant 
differences by group on outcomes at 8 weeks 
or 6 months. Participants in both groups 
improved significantly with respect to lower-
extremity strength, aerobic capacity, pain, 
stiffness, and physical function. 
Significant differences favoring the PT-led 
classes were seen on 2 of 5 mediators, self-
efficacy for exercise and barriers adherence 
efficacy. Participant evaluations rated both 
types of instruction equally highly, attendance 
was identical, and no untoward health events 
were observed or reported under either 
instruction mode. 
SUCCESSFUL TRANSLATION, but not 
diffusion 
 
PROGRAM – Appears the protocol was 
translated well for use in a senior 
center and that the program had 
intrinsic perceived value by older 
adults and by the senior center. 
 
 
PROCESS – The integration of the 
research team into the program 
implementation process at this site is 
noted as providing for iterative 
technical assistance as issue arose. This 
is not likely to be an effective process 
for widespread diffusion.  
 
ENVIRONMENT – The cost of the 
intervention was borne by the research 
team. It is not clear how this would be 
supported by senior centers in the 
future if they had to bear the cost. If 
participants would be expected to pay 
the full costs of the program—there is 
no information from this study 
indicating what level of payment 
would be accepted and what “price 
point” would turn individuals away.  
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#13 
 Jahnke, R., Larkey, L., 
Rogers, C.  
 
Dissemination and 
Benefits of 
a Replicable Tai Chi 
and Qigong 
Program for Older 
Adults 
Geriatr Nurs 
2010;31:272-280 
Study Type: qualitative evaluation of a 
large scale dissemination effort  
Unit of Analysis: individual outcomes 
were examined, and the practice 
leader, rather than the program site, 
is the unit of analysis 
Population: Older adults 50+ 
Intervention: A simplified version of 
Tai Chi/Qi Gong called Tai Chi Easy 
(TCE) was tested in 18 sites in the U.S. 
using non-expert facilitators trained 
in the simplified methods (known as 
“practice leaders”) 
Duration: Not given, but clearly at 
least 18 months.  
 
[ I have determined this is more of a 
translation study than diffusion 
study.] 
Program Site Adoption: Program sites were 
not studied (a limitation).  
Practice leader adoption - 6% of the 
invitations to 300+ practice leaders adopted; 
approximately 33% of those who expressed 
an interest as eligible (50-60), actually 
participated in the effort (18). Thus the rate is 
low/poor. 
Intervention Fidelity: Highest. 
All of the 18 leaders implemented the 
program at their respective sites with fidelity. 
Authors note: Outstanding facilitator (100%) 
and participant (94%) adherence was 
achieved. 
Maintenance: High for program participants. 
Unknown for the practice leaders or program 
sites—making it difficult to determine 
ultimate success.  
The non-expert trained practice leaders were 
expected to recruit community-dwelling 
adults (potential source of bias in selection). 
Baseline data were collected on 349 
individuals by the practice leaders. 
Nineteen class participants did not complete 
the final questionnaire and were counted as 
dropouts, indicating that 330 completed the 
program, or a 94.5% class and questionnaire 
completion rate for the program. With 330 
completers, mean age 73 years, significant 
improvements were found for participants’ 
perceived stress levels (P 5 .003). Sleep 
quality and energy/vitality were markedly 
improved. Eighty-nine percent enjoyed the 
program, 91% were committed to continue, 
and 67% stated that they had increased their 
weekly levels of physical activity. 
 
 
SUCCESSFUL AS A TRANSLATION STUDY 
– Although 18 sites were involved, the 
authors focus on the intervention 
translation to non-expert practice 
leaders, rather than the implementation 
process or issues at a site level.  
PROGRAM & PROCESS – The process of 
translation from Tai Chi and Qi Gong to a 
“Tai Chi Easy” protocol and development 
of curriculum for training lay practice 
leaders appears to have been very 
successful, given the high rate of 
adherence and the very positive 
outcomes observed (even with the bias 
noted). 
Furthermore, it appears the program 
content had implicit perceived value and 
appeal to both potential practice leader 
volunteers and participants from the 
older adult community. 
Analysis is limited, as there are many 
factors not discussed, including the 
amount of organizational support the 
volunteer practice leaders received, the 
cost of the program (marketing, data 
collection, training costs, mileage, and 
other direct and indirect costs such as 
classroom space), the number of practice 
leaders who indicated they would 
continue to offer the program, and the 
issue of how additional practice leaders 
would be trained as there would be 
turnover or dropouts over time. 
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#14 
Fortinsky, R.  Baker, 
D.,  Gottschalk, M. 
King, M. , Trella, P. 
Tinetti, M.  
 
Extent of 
Implementation of 
Evidence-Based Fall 
Prevention Practices 
for Older Patients in 
Home Health Care 
J Am Geriatr Soc 
56:737–743, 2008. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Study Type: Dissemination 
(qualitative study) based on self-
reports from nurses in HHAs 
Unit of Analysis: Home Health 
Agencies (HHAs)  in North Central CT 
Population: Home health agency 
nurses were trained – Medicare 
beneficiaries were the individuals of 
focus 
Intervention: Connecticut 
Collaboration 
for Fall Prevention (CCFP) – uses 
behavior-change strategies and direct 
education to health care providers to 
incorporate evidence-based fall risk 
assessment and management 
strategies into clinical practice. 
Duration: 3 years This study 
determined the extent to which fall 
risk assessment and management 
practices for older patients were 
implemented in Medicare-certified 
home health agencies (HHAs) in a 
defined geographic area that had 
participated in evidence-based fall 
prevention training between October 
2001 and September 2004. 
Program Adoption: 19 out of 26 HHA 
trained (73%) adopted the program, but out 
of the 19, eight sites had a participation rate 
(by nurses within the HHA) of under 50% 
Intervention Fidelity: Moderate to high (9 
out of 19 report 100% fidelity, 3 out of 19 
were under 70% fidelity)  
Maintenance: Unclear. While the nurses 
with high program adoption may maintain 
their effective practices around identifying 
falls issues in their home care patients, over 
time the effect within the HHA may 
fade/decay as trained nurses leave and new 
nurses come into the organization. The 
authors do not discuss any plans by the 
HHAs to continue training. 
Primary reasons for nonparticipation among 
the remaining seven HHAs were “persistent 
competing demands at the HHA, particularly 
conversions to new electronic billing or 
other agency-wide information systems, and 
turnover in the clinical manager position 
during the 12-month data collection period.”  
A total of 184 clinicians completed 
questionnaires, including 124 nurses and 60 
rehabilitation therapists, representing a 
51% response rate from all nurses and 
rehabilitation therapists working at these 
HHAs. 
Study limitations: Small sample size; only 
51% response rate by nurse clinicians; self-
report design (responders are more likely to 
be program adherents than non-
responders); no baseline of HHA nurses 
practices around falls prevention; no 
comparison data 
Results: 100% of clinicians at nine of the 19 
agencies reported conducting 
 MODERATELY SUCCESSFUL 
(Note strong concern on study methods 
and participation by nurses) 
 
PROGRAM & PROCESS – Falls prevention 
has implicit appeal when dealing with a 
Medicare population, so likely that the 
“program fit” was deemed high. Appears 
that the CCFP training was translated and 
acceptable to the HHA nurse population.  
ORGANIZATION – HHAs appear to be a 
reasonable organizational type through 
which to “distribute” effective falls 
prevention education strategies to older 
adults and assess current risks, however 
the additional burdens placed on the HHA 
nurse may have not fit with current 
capacity, as these nurses have many 
Medicare-defined and treatment-defined 
components to their work that are billable 
and required whereas the falls risk 
component may be seen as optional if not 
explicitly directed by the physician 
overseeing the patient’s care.  
CONTEXT – Home health agency providers 
and nurses, like many providers within the 
health care system are under enormous 
production pressure and must maintain 
efficiencies, dampening the environment 
for quality improvement and for activities 
which are not absolutely required.  
In addition to capacity and billing 
constraints, some of the patients the 
nurses visited may have had overarching 
medical needs that required significant 
nursing attention and which would not 
have allowed time for risk assessment and 
falls prevention, even if the nurse believed 
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recommended management practices for 
older patients 
with identified postural hypotension. Fewer 
than 70% of clinicians reported 
recommended management of this risk 
factor at three HHAs. Fall risk factors 
reportedly most likely to be assessed by 
home care clinicians using a specific 
assessment or test were postural 
hypotension (83% of all respondents), 
followed by mobility impairments (79%), 
balance disturbances (71%), environmental 
hazards (55%), and multiple medications 
(51%). In only nine of the 19 HHAs did 100% 
of clinicians report managing patients with 
identified environmental hazards in their 
homes as recommended, although at least 
80% of clinicians in the remaining HHAs 
reported recommended management of this 
risk factor. 
 
in the value of this focus. 
Another limitation (common to many of 
these studies) - the cost of the training and 
additional time required was not discussed. 
 
#15 
Van Acker R., De 
Bourdeaudhuij, I., De 
Cocker K., Klesges L., 
Cardon, G. 
 
The impact of 
disseminating the 
whole-community 
project ‘10,000 Steps’: 
a RE-AIM analysis 
BMC Public Health 
2011, 11:3 
http://www.biomedce
ntral.com/1471-
2458/11/3 
 
Study Type: Diffusion process 
evaluation  via online survey of health 
organization directors and telephone 
survey of adult consumers 
Unit of Analysis: Health promotion 
organizations and departments within 
health service organizations N=69 and 
individuals living in the area N=755 
Population: The region of Flanders in 
Belgium (Dutch speaking) 
Intervention: the physical activity (PA) 
program called “10,000 Steps” 
Duration: 
 
Measures for the dissemination study 
were structured according to the 
REAIM elements. Independent 
Program Adoption: 90% awareness but only 
36% adoption by organizations of the 10,000 
Steps program 
Intervention Fidelity: Mixed. Only one 
organization implemented all the 
components. The global implementation 
score was 52% 
Maintenance: Of those implementing, 30% 
definitely continuing the program, but 48% 
were undecided.  
 
Process: intervention guidelines for ‘10,000 
Steps’ were formulated and disseminated. 
Implementation activities to be utilized by 
organizations included: sale/loan of 
pedometers, website, promotion of PA 
through mailings and posters, personalized 
MODERATELY SUCCESSFUL 
PROGRAM – Appears that the program has 
some value, however the required 
components may require too many 
resources and/or not be a good match for 
the organizations targeted 
CONTEXT – Community-wide health 
promotion appears to be valued and there 
appears to be a willingness by government 
to fund these efforts, at least in part.  
ORGANIZATION – There is not enough 
detail on the organizations to determine 
relevant factors. 
PROCESS – The web-based technical 
assistance component appears insufficient. 
The authors note: “Implementation 
support was limited to a centralized 
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#15 
Van Acker R., De 
Bourdeaudhuij, I., De 
Cocker K., Klesges L., 
Cardon, G. 
 
 
sample t and chisquare tests were 
used to compare groups for 
representativeness at the 
organizational and individual level, 
and for individual PA differences. 
Data were collected at individual (i.e. 
citizens) and organizational (i.e. 
professional organizations) levels. An 
on-line survey assessed project 
awareness, adoption, 
implementation, and intended 
continuation of ‘10,000 Steps’ of the 
organizations. 
Individual were interviewed by 
telephone in a 2-month period. 
 
 
contact via letter or phone to promote, 
community events, local mass media 
campaigns, billboards, and partnerships 
between the adopting organization and at 
least one local gov’t service or two 
professional organizations. 
The number of potential organizations was 
346. Of a random sample of 86 contacted 
organizations, 69 organizations responded 
(80% response rate). The global 
implementation score was a median 52 of 
100. Four of nine separate components 
gained less than half of the maximum 
implementation score. Most reported 
reasons for not having implemented these 
components included: 
No time.  No added value for the project.  
Not relevant to our core business, Need for 
more information with regard to content or 
support, Too expensive. 
 
Non-adopting organizations listed reasons 
for having doubts or not having the 
intention to adopt ‘10,000 Steps’. These 
were: ‘not having thought about it yet in a 
concrete manner’ (70%), ‘insufficiently 
planned resources’ (30%), ‘no priority or not 
suitable’ (20%) and ‘need for knowledge 
support and good-practices’ (15%). 
Adopting organizations and those that had 
the intention to do so in the future gave the 
following main reasons for adoption: ‘10,000 
Steps’ is a ready-for-use product’ 
(40%), ‘assignment given by the 
organization’s superior’ (35%), ‘the scientific 
evidence of the pilot project’ (26%) and 
‘experience of peers in other organizations’ 
(19%). 
website, which was probably insufficient to 
fully support translation of a whole-
community project like ‘10,000 Steps’ into 
practice. A more participatory approach 
using a linkage system that connects the 
developers of a project to the potential 
users may be a better instrument and has 
been argued to stimulate the process of 
diffusion, adoption and implementation.” 
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On the individual level, 755 citizens living in 
the work area of the organizations were 
interviewed for project awareness and PA 
levels 
(29% of the initial sample, response rate 
42%) that completed the interview. 
On the individual level, 35% of citizens were 
aware of ‘10,000 Steps’ (reach). They 
reported significantly higher leisure-time PA 
levels than those not aware of ‘10,000 Steps’ 
When considering representativeness, 
adoption of ‘10.000 Steps’ was independent 
of most organizational characteristics, 
except for years of experience in PA 
promotion (7.6 ± 4.6 and 2.9 ± 5.9 years for 
project staff and 
non-project staff members, respectively; t = 
2.79; p < 0.01). Project awareness in citizens 
was independent of all demographic 
characteristics. 
Implementation support: A centralized 
website was the primary support and 
technical assistance tool for the 
implementing organizations. 
Limitations: no baseline; no information on 
non-participants or non-adopting 
organizations to determine differences 
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#16 
Mummerya W.K., 
Schofieldb, G.,, 
Hinchliffe A., Joynera, 
K., Brownc, W. 
 
Dissemination of a 
community-based 
physical activity 
project: The case of 
10,000 steps 
Journal of Science and 
Medicine in Sport 
(2006) 9, 424—430 
Study Type: Dissemination evaluation 
Unit of Analysis: communities, 
workplaces, and individuals 
Population: Rockhampton, 
Queensland, Australia 
Intervention: “10,000 Steps” physical 
activity program – disseminated via 
website. (The study is on the use of 
the website as a dissemination 
vehicle)  
The website provides information and 
interactive activities for individuals, 
and promotes resources and 
programs for health promotion 
professionals. 
Duration: 2 years (May 2004—March 
2006) 
Program Adoption: Don’t have the total 
number of organizations, therefore cannot 
calculate  a rate, however 529 organizations 
registered, and 100 organizations and 13 
communities were described as 
implementing the program over 2 years, 
which appears to be a good return. 
Intervention Fidelity: Unknown – not 
studied 
Maintenance: Unknown – not studied – 
although the website has continued and is 
generating additional registered users (at 
time of reporting) 
The primary goals of the website were to 
increase individual awareness of physical 
activity levels, to increase overall physical 
activity in workplace ‘teams’, and to create 
awareness of the coincidental health 
benefits that can occur as a result of 
increasing incidental activity. Timeframe was 
a 2-year period. More than 18,388 people 
registered as users of the web-site; almost 
100 workplaces and 13 communities 
implemented aspects of the 10,000 steps 
program. 529 providers registered their 
organization.  
For worksites, access to the website 
provided free downloads of materials, but 
cost of the program (e.g., printing of any 
materials, meetings, or other efforts to 
promote PA among workforce) would have 
been borne by the employer/worksite 
organization. Authors find these data 
support the use of the internet as an 
effective means of disseminating ideas and 
resources beyond the geographical borders 
of the original project.  
APPEARS SUCCESSFUL DIFFUSION 
STRATEGY (would rank as highly 
successful) 
PROGRAM - Program has perceived value 
and the website appears to be user friendly 
based on the number of individuals and 
organizations registering and logging their 
steps. 
 
CONTEXT – Appears to have good gov’t 
support 
ORGANIZATION  - Organizations appear 
willing to adopt – low cost may be a factor 
PROCESS - The process is self-driven. There 
are three tailored sections of the website. 
First, the the “Active Lifestyles” portion of 
the tool is for individuals. One can use it 
without registering or can go a step deeper 
and register to log activities. Organizational 
use is directed through the “Active 
Workplaces” portal. 
Community use is directed through the 
“Active Communities” portal.  
These three sections of the website are 
tailored to 3 different audiences and likely 
facilitate and promote effective use of the 
materials. 
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APPENDIX B. ELECTRONIC SURVEY - ORGANIZATIONS 
 
This is a voluntary survey conducted by Deborah Paone, doctoral student, at the University of North 
Carolina-Chapel Hill as part of her doctoral dissertation. Your organization has been identified as 
meeting criteria to participate in a study of organizations that have effectively implemented the  
Chronic Disease Self-Management program. Questions may be directed to Deborah at 
paone@live.unc.edu. 
 
Instructions: Please check the response that is most accurate or your best estimate regarding 
implementation by your organization of the Chronic Disease Self-Management Program and return the 
survey by prior to the scheduled telephone call to conduct the interview with your organization. 
 
Question Responses 
1. When did your organization first start offering the 
CDSMP workshops? (the English language version) 
Before 
2006 
Between 
2006 and 
2009  
Between 
2010 and 
2012 
Don’t 
know 
2.    Is there a staff person working with CDSMP who 
has been involved in the implementation 
process/journey for at least the last 2 years? 
Yes No Who is this person? 
________________ 
3. Is there a staff person working with CDSMP who 
has been involved in the implementation process 
from the beginning? 
Yes No Who is this person? 
________________ 
4. How many CDSMP workshops did your 
organization offer in 2012? 
Write in #: Don’t Know 
5. What is the completion rate of participants who 
start and finish the program? (e.g. 6 out of 10) 
Less than 
65% 
65% or more Other: 
(write in) 
Don’t 
Know 
6. Does someone in your organization have 
responsibility for CDSMP as part of his or her job 
description?   
(the alternative would be that this function is hired out 
under contract to a person who is not an employee) 
Yes No Don’t Know 
7. Does the format of your CDSMP workshops follow 
the standard? (That is: sessions are 2.5 hour per 
week, 6 weeks in a row, with two trained leaders) 
YES, 
exactly 
follows 
No, we have 
made some 
modifications 
Don’t Know 
8. Does your organization have its own license with 
Stanford University to offer CDSMP or does it offer 
the workshops through another organization’s 
license? 
Own 
license 
Through 
another 
organization’s 
license 
Don’t Know 
9. Is CDSMP currently in the operating budget of 
your organization?  
Yes No Don’t Know 
10. Your organization may be selected to participate in 
this study. Are you willing to be contacted for 
participation in a telephone interview if your 
organization is selected? 
Yes No 
 
Thank you! 
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APPENDIX C. ORGANIZATIONAL SURVEY – IMPLEMENTATION OF CDSMP STUDY 
Introduction: 
Hello. My name is Deborah Paone and I am a doctoral student at the University of North 
Carolina-Chapel Hill, Department of Health Policy & Management. I am conducting a study of 
organizations that have successfully implemented the Chronic Disease Self-Management Program as 
part of my doctoral dissertation. The purpose of this interview is to understand the implementation 
factors, challenges, and strategies that your organization experienced in implementing this program. I 
am talking with 8 organizations. The results of my research will be presented in a written report. 
Organizations included in this study will be not be identified by name. The names of participants likewise 
will not be identified. I am happy to provide you with a copy of the final report if you would like it. The 
study has been approved by the University of North Carolina Institutional Review Board. 
The interview will take a little over an hour. I will be recording and transcribing the interview. We 
have already reviewed the informed consent forms and you have indicated your willingness to 
participate and have given verbal consent. You may stop the interview and we can reschedule if you need 
to. Do you have any questions for me before I begin? 
 
WARM UP 
 What is your role within your organization regarding the Chronic Disease Self-Management 
Program (CDSMP)? Can you briefly describe your key duties with regard to that program? 
 
 How long have you been working with the CDSMP within your organization? Were you working 
in the organization when CDSMP began? 
 
REFLECTION on Journey from Past to Present 
Think about “the journey of implementation” of CDSMP in your organization from the initial adoption of 
the program to today.  
 
1. Why did your organization adopt this program? (Think about the “will” to do this—where did it 
come from?) 
 Follow-up: Talk to me about the driving forces within the organization that supported the 
adoption of the program. 
 
2. How influential or strong were the factors that supported program adoption?  
 Follow-up: Can you tell me more about these influences? Has the strength of these forces 
changed over time?  
 Follow-up: Were there any barriers to getting this program started? Has this changed over time? 
 
3. Was CDSMP the first “evidence-based healthy aging program” that your department/organization 
offered? (YES/NO)     Choose from the following options in terms of experience with evidence-based 
programs: VERY EXPERIENCED, SOMEWHAT EXPERIENCED, NEUTRAL, SOMEWHAT LACKING 
EXPERIENCE, NO EXPERIENCE (this was the first) 
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 Follow-up: If CDSMP was not the first, can you give me one example of another evidence-based 
program offered prior to starting CDSMP?] 
 
Now let’s talk about the requirements for CDSMP program implementation. As you know, the protocol 
requires 2 trained workshop leaders, 6 scripted sessions and 2.5 hours per session, with 8 to 16 
participants. Also, the materials include a workbook, leader manual, and flipcharts. 
 
4. How easy was it for your organization to follow the CDSMP protocol implementation guidelines and 
meet requirements to be a certified provider? Rank from VERY EASY, SOMEWHAT EASY, NEUTRAL, 
SOMEWHAT DIFFICULT, VERY DIFFICULT  
 Can you give me an example of how it was easy or difficult and why? 
 
5. Think for a minute about how this program fits with your organization and what it normally does 
(the usual services and organizational identity).   Choose a level of “fit” from FITS EXTREMELY WELL, 
FITS WELL, NEUTRAL, NOT A GREAT FIT, DOES NOT FIT AT ALL  
 
 Follow-up: Would you say CDSMP is unusual compared to what the organization normally does 
in terms of services and how the organization “sees” itself?  Explain your response.  
 Can you give me an example of how it fits or does not fit? 
 
6. When CDSMP started in your organization, did your organization have experienced staff—who were 
familiar with things like: facilitating group health education classes, education programs for older 
adults, following evidence-based protocols and monitoring fidelity to standards? That is, did your 
existing staff have the capabilities and experience that matched this program?  Choose a response 
from the following: VERY EXPERIENCED STAFF, SOMEWHAT EXPERIENCED STAFF, NEUTRAL, 
SOMEWHAT LACKING EXPERIENCE, NOT EXPERIENCED AT ALL 
 Can you briefly explain your response to me? 
 Follow-up: How did the organization develop this capability if it did not have it from the 
start? 
 
Resources Needed 
7. Let’s talk about what it has taken to implement CDSMP – that is the level of resources from within 
your organization (including staff time, money, internal support from other departments, database, 
marketing help, or other resources). Choose a ranking from: VERY LOW LEVEL OF RESOURCES 
NEEDED, SOMEWHAT LOW LEVEL OF RESOURCES, NEUTRAL (NEITHER HIGH NOR LOW), SOMEWHAT 
HIGH LEVEL NEEDED, VERY HIGH LEVEL OF RESOURCES NEEDED 
 Can you explain this a little more to me? 
 How is CDSMP funded in your organization? 
 Is it self-sustaining?  Does it need to be? 
 
8. Would you say the level of resources available to you for CDSMP is growing/expanding or shrinking? 
Why? Explain. 
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External Help & Technical Support 
9. Now let’s talk about external help. As I mention a few components, can you tell me if the State 
provided any of this type of assistance or support or another external entity and how helpful each 
type of support was in your implementation of CDSMP? 
 
 State Level of Helpfulness 
Very, Somewhat, Neutral 
Limited, None (or Harmful) 
Other 
(Who?) 
Recruitment, marketing Yes No  Yes No 
Leader training Yes No  Yes No 
Program fidelity monitoring Yes No  Yes No 
Supplies, materials Yes No  Yes No 
Finding, managing volunteers Yes No  Yes No 
Registration, Logistics Yes No  Yes No 
Peer organizational networks Yes No  Yes No 
Funding, grants Yes No  Yes No 
 
 Follow-up: Was there any other type of external help?  
 Follow-up: Has this external help changed over time? Explain. 
 
Demand/Recruitment - Now let’s talk about demand for this program. 
10. Can you give me an estimate on how many workshops your organization led in the last two years? 
How many are planned for 2013? 
 
11. Is there a natural demand by individuals for these CDSMP workshops? Yes/No 
 
12. How much effort does it take to fill the workshops/classes? From NO TROUBLE/LITTLE EFFORT, 
SOME EFFORT, NEUTRAL, SOMEWHAT DIFFICULT/SIGNFICIANT EFFORT, EXTENSIVE 
DIFFICULTY/VERY SIGNIFICANT EFFORT 
 
13. Tell me about the recruitment or referral strategies you use to get participants to enroll in the 
workshops? Where do people hear about your program? How do they get in the program? Where 
do they come from? 
 
14. What strategies have succeeded or failed? Why? 
 
15. Have you ever had to cancel a workshop due to lack of registrations?  YES/NO  
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Collaboration & Communication 
16. Do you collaborate with other organizations that are also implementing CDSMP? Choose a ranking 
from one of the following options: EXTENSIVE /HIGH COLLABORATION, MODEST PEER 
COLLABORATION, NEUTRAL, MINIMAL PEER COLLABORATION, ALMOST NO PEER 
SUPPORT/COLLABORATION 
 Follow-up: Can you tell me more about his? In what ways do you collaborate? 
 Follow-up: Has this changed over time? 
 
18. Do you communicate with other organizations that are also implementing CDSMP? Yes/No.   
 Follow-up: Can you tell me more about his? When and how do you communicate?  
 Follow-up: Has this changed over time? 
 
Challenges and Strategies 
19. Describe the major challenges your organization/department encountered in implementing CDSMP 
over these past several years. 
 How did you and/or your organization address these challenges?  
 
20. Which strategies succeeded? Which failed? Why? 
 
Value to the Organization 
21. Now let’s talk about the value of CDSMP for/to your organization. Is there a “bottom line” value of 
CDSMP to your organization?   Choose a ranking from one of the following options: EXTREMELY 
HIGH VALUE, HIGH VALUE, SOME VALUE, LITTLE VALUE, or NO VALUE AT ALL to the organization? 
 Can you explain your answer to me a little more? 
 
22. What metrics does your organization use to evaluate the value of CDSMP to itself/its own 
operations?  
 Follow-up: How does your organization report on CDSMP metrics?  
 Follow-up: Who reviews these reports? How often? How does the organization determine 
whether CDSMP should be maintained or discontinued? Is there a process for internal 
evaluation of this program? 
 
Important Advice 
23. What advice or recommendations would you give to other organizations that want to successfully 
adopt, implement, and maintain CDSMP? That is, what lessons have you learned from your own 
experience? 
 
24. Is there anything else you would like to share about how to successfully implement and sustain 
CDSMP?  
Thank you for participating in this interview. I appreciate your time and the information. If you have 
any questions or follow-up comments, please feel free to contact me at _952-200-6810 or 
paone@live.unc.edu. 
 149 
 
APPENDIX D. STATE REPRESENTATIVES INTERVIEW PROTOCOL 
 
Introduction: 
Hello. My name is Deborah Paone and I am a doctoral student at the University of North 
Carolina-Chapel Hill, Department of Health Policy & Management. I am conducting a study of 
organizations that have successfully implemented the Chronic Disease Self-Management Program as 
part of my doctoral dissertation. I am interviewing four organizations from your state, and four from 
another state. The purpose of this interview with you today is to understand the activities that New 
Jersey undertook with regard to supporting CDSMP implementation from the start to the present day. 
The results of my research will be presented in a written report. Organizations included in this 
study will be not be identified by name. The names of participants likewise will not be identified. I am 
happy to provide you with a copy of the final report if you would like it. The study has been approved by 
the University of North Carolina Institutional Review Board. 
The interview will take approximately 45-55 minutes. I will be recording and transcribing the 
interview. We have already reviewed the informed consent forms and you have indicated your 
willingness to participate and have given verbal consent. You may stop the interview and we can 
reschedule if you need to. Do you have any questions for me before I begin? 
 
WARM UP 
 Are you the individual at the state who has responsibility for CDSMP? Can you briefly describe 
your key duties with regard to that program? 
 
 Can you tell me how long you have been working with the CDSMP within your organization? 
Were you working in the organization when your state first began supporting this program? 
 
 Is there another agency that shares responsibility for CDSMP?  
 
 Can you provide me with the name of any other state representative who knows the 
implementation story of CDSMP with whom I should talk?  ______________________________ 
 
REFLECTION about CDSMP from past to present 
Think about “the journey of implementation” of CDSMP in your organization from the initial adoption of 
the program to today.  
 
1. Can you briefly tell me when your state began supporting adoption of CDSMP by organizations 
and how your state agency went about rolling out the program for initial adoption?  
 
2. Tell me a little bit about the kind of support that the state first provided to organizations 
adopting CDSMP back when it started in your state. 
 
3. Please indicate if your state did any of the following to get the CDSMP started in your state: 
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 State became a licensed CDSMP entity with organizations able to operate under its license 
a. Does it still do this?  Yes  No 
 
 State offered CDSMP Master training 
a. Does it still do this?  Yes  No 
b. How often? 
 
 State included CDSMP in its State Plan 
 
 State facilitated organizations’ readiness self-assessment, by making site visits or providing 
one-on-one guidance to each organization to determine readiness or help with start-up 
(Describe please)  
a. Does it still do this?    Yes  No 
 
 State offered technical assistance  to organizations on CDSMP or contracted with an outside 
consultant or other entity to provide technical assistance (Describe what was provided) 
1. Does it still do this?    Yes  No 
 
 State created an online calendar that lists all workshops and their locations in the state 
a. Does it still do this?    Yes  No 
 
 State created a peer network or coalition of organizations to encourage shared learning 
a. Does it still do this?    Yes  No 
b. How? 
 
 State provided initial funding to each adopter  
a. Was there a usual level of funding per organization or per workshop? Yes 
 No  
b. If so, what was this level? _______________________________ 
c. What were the parameters to receive funding?  
d. Does it still do this?    Yes  No 
 
 
Now moving to the present day, I will read you a list of additional types of assistance. Can you tell me if 
the State currently provides any of this type of assistance or support or if another external entity 
provides this? 
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Types of Support to 
Organizations for CDSMP in 
State 
State Currently 
Provides 
Other Entity Currently Provides 
(Who?) 
Recruitment, marketing Yes No Yes No  
Workshop Leader training Yes No Yes No  
Program fidelity monitoring Yes No Yes No  
Supplies, materials Yes No Yes No  
Finding, managing 
volunteers 
Yes No Yes No  
Registration, Logistics for 
workshops 
Yes No Yes No  
Peer organizational 
networks 
Yes No Yes No  
Funding, grants Yes No Yes No  
 
 
4. As you think about the implementation of CDSMP in your state, have you observed specific barriers 
or challenges for organizations implementing CDSMP? Can you describe these to me briefly? 
 Has this changed over time? How? 
 Does the state assist organizations to get over these barriers? How? 
 
5. Are there differences you see between aging service provider organizations as compared to the 
health care provider organizations implementing CDSMP in your state?  In other words, do they 
have different challenges? Do they have different strategies? 
 Can you describe this to me with an example or two? 
 
6. Do the early adopting organizations still offer the program? Why or why not, in your opinion? 
 Can you tell me more about this? 
 
7. What do you believe is the most important type of external support that a CDSMP implementing 
organization needs today? 
 Can you tell me more about this? 
 Does this differ between health care organizations and aging services organizations? 
 
8. Can you tell me anything else about the journey of organizations that have implemented CDSMP in 
your state that would be important for me to understand for this study? 
 
Thank you for participating in this interview. I appreciate your time and the information. If you have 
any questions or follow-up comments, please feel free to contact me at _952-200-6810 or 
paone@live.unc.edu. 
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APPENDIX E. STATE WEBSITE REVIEW 
Websites-- The investigator conducted an electronic search of each state’s website (September 
2013) through a key word search in Google™ to locate the section where the CDSMP 
information was presented.  
The information from the State of New Jersey’s website was located under the New 
Jersey Department of Human Services, Division of Aging Services and was easily found.
26
 
Information presented on the state website included a description of CDSMP and other self-
management programs available in the State of New Jersey, and a direct link to a list of agencies 
in the state offering the program.  
Using search terms such as “Colorado Department of Public Health and Environment,” 
“CDSMP,” and “chronic disease self-management” and “Be Well Colorado” or “Healthier 
Living Colorado” did not result in a calendar or list of CDSMP workshops in Colorado through 
the State website using the Google™ search engine. The investigator then entered the Colorado 
Department of Public Health and Environment’s website directly. A query using the search term 
“chronic disease self-management” in this state-operated website directed the user to a screen 
discussing chronic disease with links to the Colorado Chronic Disease Integrated State Plan 
2009-2013.
27
 Additional links were offered to “Chronic Disease Programs” which included 
another link to the “Healthy Aging Program” and to the Colorado Department of Human 
Services.
28
 However, these website sections did not provide a list of agencies offering the 
workshop. The investigator then searched under the names of the two agencies that had been 
involved in CDSMP implementation—the Consortium for Older Adult Wellness (COAW) and 
the Central Colorado Area Health Education Center (CCAHEC). Both of these organizations 
included links to finding a class in the state.
29
  
 
 
                                                          
26
 See http://www.state.nj.us/humanservices/doas/home/cdsmpprograms.html#workshop 
27
 See http://www.colorado.gov/cs/Satellite/CDPHE-PSD/CBON/1251618784319  
28
 See http://www.colorado.gov/cs/Satellite?c=Page&childpagename=CDPHE-
PSD%2FCBONLayout&cid=1251618804646&pagename=CBONWrapper  
29
 CCAHEC website link to CDSMP classes: http://www.centralcoahec.org/CDSMP.htm and COAW website link to 
CDSMP classes: http://coaw.org/classes%20for%20the%20public/schedule.aspx 
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APPENDIX F.  DISSEMINATION STRATEGIES, BY STAKEHOLDER TYPE 
Stakeholder Type Content Focus Possible Formats/Media* 
Organizations 
implementing 
CDSMP 
 Overall explanation of 
the study purpose, 
methods, and its findings 
 Factors most 
consistently reported as 
very important by the 8 
successful organizations 
 Strategies used to 
address specific barriers 
as the organizations 
implemented CDSMP 
 Executive summary (pull-out piece)  
 Full written report30 
 Checklist For Self-Assessment and Implementation 
Guidance 
 PowerPoint presentation of implications for practice 
 Webinar (e.g., study investigator and 2 organizations as 
presenters) 
 Conference for the type of organization(s) that 
implement CDSMP where evidence-based programs are 
being discussed/promoted; including national or annual 
meetings 
 Team-learning forums or classes  (could package the 
information from this study purposefully for use in team 
learning formats, such as through case examples and 
group exercises around specific challenges) 
Gov’t agencies and 
Policymakers  
 
 
 Written explanation of 
study purpose, methods, 
and its findings 
 
 Executive summary (pull-out piece)  
 Full written report 
 PowerPoint presentation on implications for policy 
 Webinar (e.g., study investigator and 2 organizations as 
presenters) on the role of intermediary agent 
 “Why this is important to Policymakers” card or other 
handout 
Consulting & 
technical support 
organizations 
 Written explanation of 
study purpose, methods, 
and its findings 
 
 Executive summary (pull-out piece)  
 Full written report 
 Checklist To Guide External Support 
 Case study examples – highlighting strategies used 
 Package information to be used in team learning & 
collaborative methods 
Researchers  Written explanation of 
study purpose, methods, 
and its findings 
 
 Executive summary (pull-out piece)  
 Full written report 
 Study design, methods, and analysis instruments 
 Findings included in online researcher groups, such as the 
CFIR wiki
31
 
Consumers and 
consumer 
advocates 
 Layperson’s version of 
the study overview 
 How the information is 
applicable to the public, 
and what the average 
person could with this 
information 
 Written explanation of 
study purpose, methods, 
and its findings 
 
 2-4 page study overview, with stock art photos, written 
at an 8
th
 grade literacy level 
 Newsletter or local paper article 
 “Why this is important to Individuals” card or other 
handout  
 Poster  
 PowerPoint presentation on implications for advocacy 
groups focusing on older adults and those with chronic 
conditions 
 Executive summary (pull-out piece)  
 Full written report 
                                                          
*Many of the materials described could be provided in pdf downloadable electronic documents  
31 The wiki-group on CFIR represents an online community and repository of information. This study could be 
uploaded into the wiki with information about methods as well as what further study is needed.  
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